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5INTRODUCTION TO THE PORTFOLIO
This is a portfolio of work completed across three years of the PsychD 
Clinical Psychology training programme at the University of Surrey. The 
portfolio is divided into two volumes: volume I is a public document that 
will be held in the library at the University of Surrey; volume II is a private 
document, containing sensitive and confidential material that will be stored 
securely in the Department of Psychology at the University of Surrey. This 
is Volume I of the portfolio.
Each volume is further divided into three dossiers: academic, clinical and 
research. In this volume, the academic dossier consists of the following: a 
literature review, an essay, two reflective accounts of problem-based 
learning exercises, two summaries of process accounts of the trainee’s 
experiences in a Personal and Professional Learning and Discussion 
(PPLDG) group. The clinical dossier contains five clinical case reports (one 
of which is a summary of the oral presentation of clinical activity), together 
with a summary of the clinical experiences gained across five placements. 
The research dossier contains a Service Related Research Project, including 
evidence of feedback to the service, a Major Research Project, the abstract 
of a qualitative group project and research log. The appendices to volume I 
consist of two articles that have been published: one in Clinical Psychology 
Forum and one in Surrey and Borders Online Journal.
The aim of the portfolio is to give the reader a sense of the breadth and 
depth of work completed over the three years, together with a sense of the 
developmental progression of the author across her training.
Statement of Copyright
No part of this portfolio may be reproduced without permission of 
author, except for legitimate academic purposes.
© Rosie Fowling
7ACADEMIC DOSSIER
This dossier begins with a literature review completed in year one of the 
PsychD Clinical Psychology training programme and is followed by a 
professional issues essay completed in the second year.
It then contains two reflective accounts of Problem-Based Learning 
exercises that were completed at the start of each of the first two years of the 
programme.
There are then two summaries of process accounts of a Personal and 
Professional Learning Discussion Group; the full accounts of these are 
included in Volume II of this portfolio.
A question of culture?
Cultural constructions and experiences of psychoses
Literature Review
January 2010 
Year 1
Word count: 4,998
9ABSTRACT
The National Institute for Health and Clinical Excellence (NICE) guidelines 
for schizophrenia assert the importance of cultural sensitivity in mental 
health services, although research indicates that social and ethnic inequality 
is nevertheless present within services. Differences exist between how 
different cultural groups and subgroups interpret and experience psychoses. 
Increasing our understanding of the nature of these differences will promote 
cultural sensitivity and competence in service delivery. The present article 
reviews cultural constructions and experiences of psychoses, with a focus 
centred around, but not limited to, research conducted within the UK. The 
themes discussed relate to issues of religion, spirituality, ethnicity, 
migration and social disadvantage. Pathways to care, implications for 
clinical practice and future research are also explored.
INTRODUCTION
The idiosyncratic nature of human beings and indeed the premise 
underlying cognitive behavioural therapy indicate that people differ in terms 
of their beliefs, interpretations and experiences: how we appraise a situation 
influences the form and quality with which we experience it. Cultural 
factors are likely to have a large impact on our beliefs and therefore how we 
construct, experience and respond to mental illness (Dutta et a l, 2007). This 
review considers and critiques the literature on psychoses from a cultural 
perspective, exploring how different cultural groups experience psychoses 
and how they construct or appraise their experiences.
Providing effective interventions for all people with psychoses is an 
important objective for services. The organisation providing UK national 
guidance to promote physical and mental health, the National Institute for
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Health and Clinical Excellence (NICE), updated the guidelines for 
schizophrenia in March 2009. Improvements included the promotion of 
early intervention services and cultural sensitivity in mental health services, 
namely that attractive and effective interventions are offered to people from 
specific cultural backgrounds who otherwise may not access or engage with 
treatment. The aspect of culture that the guidelines focus upon is ethnicity, 
particularly African-Caribbean groups, who have a higher incidence of 
schizophrenia in the UK (e.g. Cooper et a l, 2008). The focus on African- 
Caribbeans partially obscures the significance of other cultural and ethnic 
groups. Whilst much research has studied African-Caribbeans in the UK, 
other cultural groups are certainly not wholly neglected in the literature and 
should therefore be included in service considerations regarding cultural 
access and engagement.
The UK consists of a diverse population: the 2001 Census indicated that 4.6 
million people (7.9%) in the UK were from a variety of non-white 
backgrounds1. These figures indicate the importance of providing attractive 
healthcare to people from a variety of cultural and ethnic groups. However 
there is substantial evidence that social and ethnic inequality exists within 
mental health services. This can hamper how some subgroups of people 
access, engage with and benefit from treatment (Thomicroft et a l,  1999; 
Bhugra et a l, 2004). Understanding the nature of cultural differences in 
psychoses is an important issue to consider in any decision-making 
regarding the reduction of such inequality and in service improvement 
overall.
1 The ‘non-white’ population was distributed as follows: 14.6% were o f  mixed race, 50.3%  
were Asian or Asian British (further classified into Indian 22.7%, Pakistani 16.1%, 
Bangladeshi 6.1% or Other Asian 5.3%), 24.8% were Black or Black British (further 
classified into Black Caribbean 12.2%, Black African 10.5% or Other Black 2.1%), 5.3%  
were Chinese and 5.0% were ‘any other ethnic group’ (Office for National Statistics, 2001).
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KEY CONSTRUCTS
Defining Culture
Interestingly, the concept of culture is rarely defined in the literature, 
perhaps due to its complexity and somewhat ambiguous nature. Brown 
(1953) defined culture as ‘“culture = y  (x learns y  from z and x ^  z) and 
where x and z are both members of some homogenous group” ...[consisting] 
of individuals...who already share certain common characteristics’ (p.215). 
This definition is broad and does not expand upon the type of learning 
influenced or characteristics shared.
The acronym Social GRRAACCEESS has been developed to summarise 
differences between people and distinguishes between a range of domains, 
including Culture, Race, Ethnicity, Religion and Spirituality (Burnham et 
al., 2008). I believe that distinguishing between these domains fails to 
embrace the complexity of culture.
The very notion of culture is idiosyncratic and multifaceted, consisting of 
static and fluid factors, including, but not distinct from those mentioned 
above. For the purposes of this review, the following domains were 
investigated: religion and spirituality, ethnicity, migration, refugee and 
asylum seeker status, social disadvantage. In instances of overlapping 
between sections, studies have been discussed in either multiple sections or 
the section deemed most relevant.
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Defining Psychoses
This review investigates experiences that by Western standards would be 
labelled as ‘psychotic,’ such as delusions, auditory and visual hallucinations 
(American Psychiatric Association (APA), 1994) and paranoid symptoms 
(World Health Organization (WHO), 1992). Diagnoses commonly referred 
to in the literature are schizophrenia, all psychoses, affective psychoses and 
nonaffective psychoses.
Psychotic experiences in some cultures are labelled completely differently 
in others, which is a significant issue discussed in this review. Therefore the 
term ‘psychoses’ is not an attempt to generalise or westernise transcultural 
beliefs and constructs: it is utilised simply as a summary term to identify 
experiences that would likely be diagnosed as psychotic in Western cultures.
METHOD
Relevant search terminology was generated and the databases PsychlNFO, 
PsychARTICLES and Medline were searched between November- 
December 20092. The researched elements of culture became more apparent 
as the literature was reviewed; therefore these terms were expanded from 
the initial search. Articles that referred to the relationship between 
psychotic-like experiences and culture in general or a pre-defined specific 
aspect of culture were retrieved for inclusion in the review.
2 Various combinations o f  the following terms were searched using AND/OR Boolean  
operators: cultur*, ethnic*, race, racial, migra*, refugee*, asylum seeker*, religio*, 
spiritual*, psychosis, psychoses, psychotic, schizophrenia, construction*, experience*, 
explanation*, caus*, treatment barrier*, stigma, help-seeking, UK.
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Studies conducted within the UK were of particular interest and 
preferentially selected over others, so that the review did not attempt to 
become an overview of the numerous cultures and subcultures within the 
world. However, those that were conducted outside the UK were retained if 
the issues discussed were deemed likely to apply to subcultures within the 
UK, so that clinically significant issues were not overlooked. Articles that 
studied demographic variables in other countries and articles not available 
in the English language were excluded. For articles that were particularly 
relevant or published some time ago, the databases were searched again to 
check for citations in subsequent articles (using the times cited in this 
database link). Bibliographies were also checked for further relevant 
articles. The literature was reviewed and the relevant issues were 
synthesised into themes relating aspects of culture and psychoses. These 
themes are discussed below.
THEMES FROM THE LITERATURE
Religion and Spirituality
Pathological or religious experience?
Experiences that are pathological in some cultures can be religious in others, 
but have very different implications for the individual, their wellbeing and 
social functioning. Jackson and Fulford (1997) describe three case histories 
of individuals experiencing delusional ideation. In all three cases, these 
were interpreted by the participants and others as religious or spiritual in 
nature (two of the people were Christian and one was atheist prior to the 
onset of their experiences) and had a profound and positive impact on their 
lives. The authors argued that the medical model of mental illness failed to 
account for the differences between spiritual and pathological experiences.
These cases illustrate the need to be sensitive to the person’s values and 
beliefs when considering the usefulness of a diagnosis, so that intervention 
involves the beliefs and values in which the experience is embedded.
Peters et a l (1999) investigated ‘delusional’ beliefs in members of two New 
Religious Movements (NRMs; Hare Krishnas and Druids), a delusional 
psychiatric inpatient group, a non-religious control group and a Christian 
control group. On a self-report measure of delusional ideation, the NRMs 
group had similarly elevated scores and similar levels of conviction 
compared to the delusional psychiatric group, but experienced significantly 
less distress and preoccupation levels. The Druids, but not the Hare 
Krishnas, had significantly elevated scores on a measure of florid psychotic 
symptoms. Peters et a l interpreted their findings to support the notions that 
the difference between normality and psychosis can be considered on a 
continuum and experiences consist of not what you believe, but how you 
believe it. However the actual content of participants’ religious and 
delusional beliefs was not assessed. Whether or not one is delusional may 
depend on how much one’s beliefs interfere with one’s life. A religious 
interpretation of experiences may be beneficial to individuals, giving a sense 
of meaning, self-esteem and sense of control (Jackson & Fulford, 1997).
There were some limitations of the Peters et a l (1999) study in terms of 
recruiting participants. There may have been a volunteer bias (less than half 
the questionnaires from the Druids section were returned), the majority of 
the participants in the control groups were acquaintances of the authors 
(perhaps resulting in an unrepresentative sample) and the classification of 
the non-religious/religious control groups was based on demographics 
forms, which may have been too simplistic to capture some people’s beliefs.
Castillo (2003) has argued that meditative trance experiences are similar in 
form to the hallucinations and delusions that underlie psychotic experiences.
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Highly experienced yogis in India have reported experiencing religious 
auditory and visual hallucinations and beliefs in their own spiritual powers, 
such as the ability to walk on water. None of these yogis were considered 
mentally ill in the local culture (Castillo, 2003). In fact, permanently-altered 
consciousness is a state to aspire for in the long-term practice of meditative 
trance.
Spiritual beliefs
There is an obvious overlap between spiritual and religious beliefs: the 
former might be considered a broader concept encompassing the latter and 
includes spirit possession, voodoo, magic and witchcraft. The potency of 
such beliefs has been implicated in the news recently: a two-year-old boy in 
Brazil was the unfortunate victim of a black magic ritual by his stepfather, 
in which needles were inserted into his body (‘Black magic ritual’, 2009).
Newhill (1990) describes a case of culture-specific paranoia, voodoo death: 
the belief that a person can possess the power to kill another by magic. A 
couple immigrated to America, in an attempt to flee a voodoo curse that a 
witchdoctor in their homeland of Jamaica had placed on the husband. He 
was convinced that his penis was shrinking, his strength was draining out of 
him and that he would soon die. Newhill speculated that if no intervention 
had occurred and the husband’s extreme fears of voodoo had further 
increased, he may well have died, as have others experiencing similar 
beliefs. This case demonstrates an example of cultural beliefs being highly 
detrimental to the individual.
The concept of mysticism, a conscious relation with transcendent reality, is 
also discussed in the literature. Cook (2004) emphasises that mysticism can 
be life-enhancing and may also offer some resilience towards psychiatric
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disorder. When such positive experiences are pathologised, the individual 
and community may become poorer as a result (Cook, 2004).
Are religion and spirituality at odds with Western diagnosis?
In cases of religious and spiritual beliefs, the difficulty for clinicians is in 
establishing the degree to which an individual’s beliefs are representations 
of their culture, an underlying psychopathology or a combination of the two 
(Newhill, 1990). This will obviously impact upon the treatment offered to 
the individual. The diagnostic systems, the International Classification of 
Diseases (ICD-10; WHO, 1992) and the Diagnostic and Statistical Manual 
of mental disorders (DSM-IV; APA, 1994) both use the term ‘bizarre’. 
Whilst the ICD-10 does not clarify this term, the DSM-IV acknowledges 
that it can be difficult to judge the ‘bizarreness’ of delusions, especially 
across different cultures. Delusions are regarded as bizarre if they are 
‘clearly implausible and not understandable and do not derive from ordinary 
life experiences’ (APA, 1994, p.275). However this clarification relies on 
the clinician’s understanding of the individual’s cultural beliefs and 
practices.
Ethnicity, Social Disadvantage and Related Demographic Variables
Black and minority ethnic groups in the UK
There has been much research indicating that psychoses do not affect ethnic 
groups uniformly. In particular, research in the UK has focused on African- 
Caribbean groups and found that compared to the white British population, 
there is an increased risk in this group for both psychosis (e.g. Dutta et al., 
2007) and subclinical delusional ideation (Sharpley and Peters, 1999).
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The Aetiology and Ethnicity in Schizophrenia and Other Psychoses 
(AESOP) study was conducted over two years in three catchment areas of 
the UK and resulted in numerous publications (Murray et a l, 1999). 
Kirkbride et a l (2006) published findings indicating that across study 
centres and diagnoses, incidence was three times greater in the 
dichotomously classified Black and Minority Ethnic (BME) group 
compared to the white British group. The authors suggest that this finding 
indicates that the incidence of psychoses may be raised for all ethnic groups. 
However this suggestion is impossible to ascertain without further 
categorisation of the BME group, because a very high incidence rate in 
certain BME groups would have generated the apparent inflation of 
psychoses in all BME groups. The Kirkbride et a l study is particularly 
commendable for its sample, which represented the populations of three 
cities in England (Southeast London, Bristol and Nottingham), was large in 
size (568 participants yielded from 1,631,442 people identified in the 2001 
Census) and thorough in the recruitment process, by attempting to identify 
participants who were missed in the screening process.
Other research has distinguished between BME groups and still found 
elevated rates of psychoses. Kirkbride et a l (2008) investigated ten distinct 
classifications of ethnicity in East London and found elevated rates of a 
psychotic disorder in four of the groups compared to the white British 
group, even after adjusting for age, gender, and socio-economic status 
(SES). These increased-risk groups were black Caribbean, black African, 
‘white other’ and ‘mixed white and black Caribbean’. Asian groups living in 
the UK do not, however, evade risk according to some research, for 
example, Goater et a l (1999) found elevated rates of schizophrenia and 
non-affective psychosis in black and Asian groups compared with a white 
group.
Social disadvantage
Some research has investigated social disadvantage and its potentially 
confounding effect on the relationship between ethnicity and psychoses. 
‘Healthy’ cultural paranoia may exist as an adaptive mechanism designed to 
cope with disadvantage and discrimination (Newhill, 1990). Cooper et a l 
(2008) also used data from the AESOP study, investigating perceptions of 
disadvantage in black and white ethnic groups living in the UK. People with 
psychosis were more likely to report experiencing disadvantage due to their 
skin colour compared to controls. Controlling for age and gender, the 
incidence of psychosis in the black ethnic group was four-fold that of the 
white British group. This was reduced by controlling for socio-economic 
factors (e.g. social class, educational factors, employment) and for greater 
perception of disadvantage. Therefore the relationship between black 
ethnicity and increased psychosis was partially mediated by both perceived 
disadvantage and self-reported socio-economic disadvantages. Similarly, 
Kirkbride et a l (2008) found that the raised risk of psychoses in BME 
groups compared to a white British group was confounded partially, but by 
no means completely, by SES.
A limitation of the Cooper et a l (2008) study was the classification of social 
class, which was based purely on occupation. The classification of social 
factors is especially difficult, given that current SES may differ from pre- 
morbid SES and there is the potential for misclassification due to downward 
social drift (Kirkbride et a l, 2008).
Research studying a healthy population in the UK found that psychotic-like 
experiences were also more common in black Caribbean and black African 
participants compared to white British participants (Morgan et ah, 2009). 
When indicators of childhood and adult disadvantage were controlled, this
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association remained for black African but not black Caribbean participants. 
Therefore high levels of subclinical psychotic-like experiences were a 
function of social disadvantage in the black Caribbean sample only.
The studies of social disadvantage conducted by Cooper et a l (2008) and 
Morgan et al. (2009) share some common limitations that future research 
should aim to manage. In both studies, measures of social disadvantage 
were based on self-report. It is possible that different groups of people 
appraise their situations differently, which may inadvertently influence the 
results. Distinguishing between actual and self-reported disadvantage and 
discrimination may help to understand further the influence of appraisal in 
cognitive models of psychosis (Cooper et a l, 2008). In addition, both 
studies were cross-sectional and therefore a longitudinal design would help 
determine causality in the relationship between social disadvantage and 
psychoses.
Migration
Research has highlighted that personal or family history of migration is a 
risk factor for schizophrenia. Cantor-Graae and Selton (2005) conducted a 
meta-analysis of eighteen studies investigating the association between 
migration and psychoses (primarily schizophrenia), twelve of which 
consisted of UK population samples. Participants in the experimental group 
had migrated from a variety of countries and analyses distinguished between 
first-generation migrants (those whose birthplace was abroad) and second- 
generation migrants (persons with one or both parents bom abroad). Meta­
analyses indicated that studies of first-generation migrants yielded a mean 
(weighted) relative risk of developing psychoses of 2.7 (95% confidence 
interval [CI]=2.3-3.2). Studies of second-generation migrants yielded a 
greater mean relative risk of 4.5, although the confidence intervals for this
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result were large (95% €1=1.5-13.1). Subgroup comparisons indicated that 
effect sizes were significantly greater for black migrants compared to white 
migrants and for migrants from developing countries compared to 
developed countries.
Cantor-Graae and Selten (2005) assert that the effect of migration is greater 
than that of other risk factors implicated in the aetiology of schizophrenia, 
with urbanisation being the only other factor with an effect size approaching 
that of migration. However a limitation of the UK literature relates to the 
categorisation of migrant status, based largely on national censuses. Some 
participants in the reference groups may actually have recently migrated to 
the UK and some participants in the BME groups may have actually lived in 
the UK for over two generations (Cantor-Graae & Selten, 2005).
Coid et a l (2008) distinguished between six migrant groups in East London 
and found that incidence rates of psychotic illnesses were elevated for all 
BME groups compared with the white British group. The risk associated 
with generation status varied between ethnic groups. For nonaffective 
psychoses, black Caribbean second-generation immigrants were at 
significantly greater risk than their first-generation counterparts, whereas for 
Asian immigrants, the risk was raised for first-generation, but not second- 
generation immigrants.
The question remains as to why migrant populations are more at risk for 
developing psychoses and why there are differences between first- and 
second-generation migrants. Despite the raised incidence of schizophrenia 
in African-Caribbeans living in the UK, the incidence in natives of 
Caribbean countries and the UK are similar (Cooper, 2005). This pattern 
suggests that the increased risk in this group is not simply due to ethnicity or 
migration, but an environmental effect rising from being an African- 
Caribbean living in the UK (Cooper, 2005).
21
Perhaps the associated stresses of migration increase the risk for migrants 
and subsequent generations. These stresses may include fleeing war, facing 
cultural changes and being from poorer or less educated backgrounds 
(Newhill, 1990). Selective migration may occur or perhaps migrants are 
more likely to receive a diagnosis for schizophrenia compared to other 
groups, because of cultural misunderstanding or language difficulties. 
Potential moderating and mediating variables may include cannabis use, 
living in an urban area, greater paternal age (Cantor-Graae & Selten, 2005) 
and changes in family structure (Coid et a l, 2008). It might be that first- and 
second-generation differences emerge as a result of the underlying 
population’s age profiles: older, first-generation migrants may have passed 
through the period of high risk for psychoses (Coid et a l, 2008). A 
longitudinal study would be necessary to investigate this hypothesis.
Refugees and asylum seekers
Searching the literature indicated that refugees and asylum seekers were not 
cited as frequently as other groups of people. Fazel et a l (2005) conducted a 
systematic review of mental illness amongst 7,003 adult and child refugees 
in seven different countries, including the UK. However only two studies 
investigating psychoses were identified; the authors did not clarify in which 
countries these studies took place.
Leavey et a l (2007) investigated the illness narratives of nine Turkish and 
Cypriot participants living in Northeast London, seven of whom were 
refugees or asylum seekers. Most participants associated the onset of their 
psychotic illness to a concrete event, often related to loss and trauma, such 
as imprisonment, beatings, bereavement and exile. An internal locus of 
control was rarely indicated, producing a sense of despair and hopelessness
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in managing participants’ difficulties. The authors suggest this may have 
been appropriate considering the participants’ destinies were highly 
dependent on others. Participants were likely to avoid contact with non- 
Turkish doctors. One participant had seen traditional healers for several 
years, viewing his problems spiritually as ‘inherited misfortunes’ and 
refusing to meet English doctors for fear they would instead focus on his 
symptoms. Although the sample size in this qualitative study was small, the 
results highlight the lack of confidence that this Turkish Cypriot community 
had in the NHS. If non-British communities do not perceive benefits from 
engaging with the British healthcare system, this presents a serious 
challenge for the detection and early intervention of psychosis.
Pathways to Care
The issue of stigma towards mental health and healthcare services can be a 
significant barrier to treatment for some people, such as men (Mann & 
Himelein, 2004) and younger people (Bechard-Evans et a l, 2007). It is 
likely that differences in stigma and help-seeking behaviour also exist 
between ethnic groups in the UK. Papadopoulos et a l (2002) found that 
both first- and second-generation Greek Cypriots living in the UK indicated 
more stigmatising views about mental illness than white English 
participants. However a study of London college students found that 
African-Caribbeans held significantly less stigmatising views than white 
Europeans regarding hallucination, suspiciousness, unusual thought content 
and schizophrenia diagnosis (Stone and Finlay, 2008). Despite this, the 
white Europeans were significantly more likely to suggest seeking help for 
these difficulties and more likely to recommend this from a health 
professional. These results indicate that stigmatising attitudes do not 
necessarily relate to help-seeking behaviour. Reasons for this may include 
distrusting the Western medical model (Stone & Finlay, 2008) or people’s
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perceptions of the NHS being influenced by a poor healthcare system in 
their country of origin (Leavey et aL, 2007).
Similarly, people’s constructions of their psychotic experiences do not 
always correspond with their mode of help-seeking. People may hold only 
superficial beliefs in spiritual explanations for their illness and yet use 
traditional healers, perhaps due to family pressure and stigma (Leavey et aL, 
2007). It is important to tackle the issues of inequality within services, so 
that stigma is not intensified as a result of individuals feeling poorly treated 
or misunderstood within the context of the NHS. There may also be times 
when individuals are unable to seek help, for example due to lack of 
knowledge or not being eligible for NHS treatment.
Assessing the demographics of a catchment area may be helpful in tailoring 
improvements to individual services. Garety and Rigg (2001) carried out a 
survey of the characteristics of people experiencing first- and second- 
episode psychosis in South London, in order to inform an early intervention 
service. Various interventions were implemented, which included recruiting 
staff with specialist and multi-cultural skills, drawing on the resources of 
other agencies such as refugee services and undertaking community 
education programmes to facilitate early diagnosis and avert stigma. 
Alternatively, culturally-specific services that target specific cultural or 
BME groups have been developed both in the voluntary sector and the NHS. 
Such service adaptations have ethical implications: it has been argued that 
these services can increase marginalisation and therefore efforts should be 
made to improve existing NHS services (Bhui et aL, 2000).
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IMPLICATIONS FOR CLINICAL PRACTICE
The implications for culturally-competent assessment, diagnosis and 
treatment have been referred to in the main body of this review. Cultural- 
competency is required so that clinician bias is avoided and practice is 
inclusive and respectful of an individual’s culture. Cultural issues may vary 
between being visible, invisible, voiced, unvoiced and all movements in 
between (Burnham et a l, 2008). Therefore clinicians must bear these 
possibilities in mind to increase further their cultural-sensitivity.
Both cultural and psychotic beliefs can be experienced as detrimental to 
wellbeing or as positive, life-enhancing experiences. The nature of the 
experience should be taken into account during assessment, formulation and 
treatment. When detrimental beliefs are purely cultural in basis, appropriate 
intervention might include increased rest, counselling, increased social 
support and reducing sources of stress (Castillo, 2003).
Of course, the number of cultures and subcultures is large and clinicians 
may have to prioritise with which cultures they become most familiar, 
depending on the client population with whom they work. In situations 
when cultural knowledge is lacking, professionals should seek consultation 
from colleagues or draw on the help of relevant agencies, such as culture- 
specific voluntary sector organisations (NICE, 2009). Involving families 
and carers may also help to address cultural needs. Cultural competence 
training aimed at promoting staff teams’ cultural awareness, knowledge, 
sensitivity and competence may help to improve service delivery 
(Papadopoulos et a/., 2004). In addition, services need to ensure that 
sufficient interpretation and translation resources are available, thus 
avoiding inadvertent discrimination.
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The medical model may never be able to incorporate some cultural 
practices, but nevertheless an inclusive and supportive attitude can be 
fostered, which may in turn help to develop the therapeutic alliance and 
engagement with healthcare services. A combination of traditional healing 
methods and western medical treatment may be appropriate for some 
individuals.
The Author’s own Clinical Practice
My cultural knowledge, arising predominantly from the cultural 
backgrounds of myself, my friends and family, has informed my clinical 
practice. It has facilitated the exploration of the influence of clients’ cultural 
values, bringing an increased understanding of the origins of clients’ 
thoughts, feelings and behaviours. When I have been less culturally 
knowledgeable, I have endeavoured to maintain an open mind to enhance 
my cultural sensitivity. However there may have been times when my 
incomplete cultural knowledge has resulted in a missed opportunity to 
facilitate cultural exploration. In my training as a clinical psychologist, 
cultural issues may well arise with which I am uncomfortable, perhaps 
because they are unfamiliar to me or because they conflict with my own 
cultural beliefs and values. In such circumstances it will be vital to reflect 
on these issues in supervision.
FUTURE RESEARCH
Research tends to focus on more prevalent cultural groups, for example 
particular ethnic or religious groups, but there are numerous subgroups less- 
well researched or even overlooked that future research could investigate. 
The majority of UK studies investigating culture and psychoses have been
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conducted in London, which although culturally diverse, may not represent 
the country as a whole. Additionally, as the diversity and demographics of 
the UK population change over time, it will be important to revise the 
research agenda. The NICE guidelines will also need to be updated over 
time, as the country’s demographics change and as further research 
enhances our understanding of cultural issues. The multifaceted, 
individualistic and dynamic nature of culture presents an exciting challenge 
to future research.
Much of the research on culture and psychoses to date focuses on the aspect 
of ethnicity. Perhaps one of the reasons for this is that ethnicity is fairly easy 
to assess, whereas other aspects of culture, such as cultural stature, are more 
abstract and therefore more difficult to measure objectively. To develop 
further our understanding of the relationship between culture and psychoses, 
it will be important to confront the challenges of developing methods for 
assessing such abstract constructs. Additionally, standardising existing 
assessment tools on various cultural groups will increase their cultural 
validity.
Further research will bring us closer to understanding the complex 
interactions that take place between cultural issues, individuals’ appraisals 
of their experiences and the quality of those experiences. Identifying 
cultural groups who are likely to respond well to specific interventions will 
also be helpful, so that treatment can be tailored accordingly. For example, 
considering the emphasis of Mindfulness in the New Wave Therapies and 
its origins in Zen Buddhism (Linehan, 1993), it would be interesting to 
investigate how different cultures and religions respond to the concept of 
Mindfulness as a psychological technique.
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CONCLUSION
Culture influences individuals’ perceptions of the world and the form and 
content of their thoughts and experiences. Therefore constructions and 
experiences of psychoses are also ingrained in a collection of cultural 
meanings that vary from nation to nation and culture to culture, as well as 
over time (Dutta et a l, 2007). This review has explored some of the many 
components and subcomponents embedded within the concept of culture, 
incidence rates of psychoses in various cultural, ethnic and migrant groups, 
differing appraisals of psychotic-like experiences and the effects on 
treatment-seeking. Possible confounding factors, such as social 
disadvantage, and the reasons why certain UK populations are at greater risk 
were explored. Particular emphasis was given to exploring the indistinct 
boundaries between experiences that are reasonable within the individual’s 
context and those of an underlying psychopathology.
Psychosis is likely to affect aspects of cultural life, for example 
employment, relationships, spiritual thoughts and how the individual is 
perceived. Therefore culture may affect how we construct and experience 
psychosis, but there is in turn a social and cultural impact arising from the 
psychotic experience. By maximising our understanding of clients’ cultural 
needs, we can help minimise any negative impact.
Research has implicated substantial differences between developing and 
developed countries in the onset, course and treatment response of psychotic 
experiences. Despite this, the dominant theories of psychoses have been 
developed and based on data in Western countries, leading psychiatrists in 
the developing world to regard the DSM-IV as ignoring issues in much of 
the world. Therefore the construction of DSM-V should not ignore the 
challenge of creating an effective, universal classification that 
conceptualises mental disorder cross-culturally (Dutta et a l, 2007).
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Due to the complexity of the cultural concept, this review has only briefly 
mentioned issues relating to gender, age, social class, language, family and 
urbanisation. Other cultural issues that may be important, but were beyond 
the scope of this review include: cultural status and identity, sexuality, 
education, recognition of need and the effects of disclosing psychosis to an 
individual’s community.
To conclude, an interesting issue is that of objectivity. In clinical practice, 
the impossibility of remaining completely objective is inherent in 
assessment, formulation, diagnosis and intervention. The way researchers 
define and conceptualise culture is likely to influence how they research it 
and the implications drawn from the results. Indeed, my conceptualisation 
of culture will have influenced the form and content of this review. Being 
reflective and reflexive in our work will illuminate the boundaries of our 
cultural awareness, sensitivity and competence.
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Clinical psychologists are expected to take a clinical 
leadership role in mental health teams. What themes, 
approaches and evidence might inform our 
understanding of a clinical leadership position and its
usefulness to others?
Professional Issues Essay
Year 2
January 2011 
Word count: 5,871
INTRODUCTION
Declaration of Position
I3 chose this essay title, because I wish to enhance my knowledge about 
clinical leadership and how I can strive to develop these skills both now and 
in the future. It is partly the emphasis on leadership and consultation that 
attracted me to becoming a Clinical Psychologist, as opposed to a therapist.
I am on my child placement at present and need to provide consultation to 
parents, teachers and other professionals. Our formal teaching to date has 
largely focused on delivering therapeutic work, with little teaching on 
leadership as yet, so exploring the area within the context of this essay may 
enhance my confidence and competence to develop my leadership skills 
accordingly. Additionally, I have observed some interesting team dynamics 
in relation to power and leadership on my current placement and I will 
reflect upon these throughout the course of this essay.
Overview and Definitions
In recent years, a need has arisen for Applied Psychologists to clarify their 
contribution to multidisciplinary teamworking and demonstrate that it is 
cost-effective in comparison to other professions that provide psychological 
therapies, thus making best use of highly skilled, highly trained 
professionals (British Psychological Society (BPS), 2007a). Therefore the 
role of Applied Psychologists has evolved with an emphasis on leadership, 
which has been highlighted in the New Ways of Working for Applied
3 1 have decided to use the first person in this essay in order to aid the process o f  reflection 
and self-reflexivity as part o f  my development as a clinical leader.
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Psychologists (NWOW) (Lavender & Hope, 2007). In today’s political 
climate, the significance of clinical leadership has been even further raised, 
as the government has proposed to reform the National Health Service 
(NHS) using a bottom-up approach where clinical staff are empowered with 
greater control over local healthcare services (Department of Health (DoH), 
2010).
The concept of leadership appears to have broadened over time and is more 
applicable to a wider range of people than the traditional, transactional 
concept (Faugier & Woolnough, 2002). The BPS (2007a) defines leadership 
as the ability to motivate and guide others with the aim of shaping events or 
accomplishing a goal. The term is overlapping, but conceptually distinct, 
from management, which implies a certain amount of planning, organisation 
and control (Faugier & Woolnough, 2002) and works within previously- 
agreed values, as opposed to innovating new ones (BPS, 2007a). A 
fundamental principle of leadership is that anyone can lead regardless of 
their formal positioning within a system (Faugier & Woolnough, 2002). The 
BPS specifies three types of leadership relevant to Applied Psychologists 
and in which they must develop skills, that is strategic, professional and 
clinical leadership.
Clinical leadership can be defined as “facilitating evidence-based practice 
and improved patient outcomes through local care” (Millward & Bryan, 
2005, p.xv). Much literature on clinical leadership is in relation to nursing 
(e.g. Faugier & Woolnough, 2002), where the concept initially evolved 
(Millward & Bryan, 2005). Clinical leadership is particularly important for 
effective and reflective teamworking (Millward & Bryan, 2005) and 
developing best practice within the context of an evolving NHS that in the 
present political climate focuses on financial efficiency and measureable 
clinical outcomes (DoH, 2010). More importantly, Millward & Bryan 
(2005) argue that lack of effective clinical leadership and multidisciplinary
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teamwork can actually result in inadequate healthcare with fatal 
consequences. They emphasise that clinical leadership is leadership at the 
front-line, whereas general management can be clinically remote and 
therefore result in less effective healthcare delivery.
Clinical Psychologists’ roles broadened with the introduction of the new 
Mental Health Act (DoH, 2007), whereby the roles of the Approved Mental 
Health Professional (previously the Approved Social Worker) and the 
Approved Clinician (previously the Responsible Medical Officer) were 
made available to a range of professionals, including Clinical Psychologists. 
These new roles represent how a range of professionals have been 
empowered with clinical leadership: experienced clinical practitioners 
besides Social Workers and Consultant Psychiatrists can now work formally 
on the front-line for client’s healthcare. For example, the Approved 
Clinician has overall responsibility for the client’s case and their treatment; 
therefore the need for clinical leadership to facilitate evidence-based 
practice within the local care framework is necessary for the healthcare of 
client.
This essay will focus on the issues around clinical leadership at the front­
line, with the acknowledgement that this is part of a more complex and 
broader concept of leadership that psychologists must strive to develop 
within (BPS, 2007a). I will initially explore what makes effective 
leadership, including models of leadership, leadership qualities and the 
development of these qualities. I will subsequently explore the delivery of 
effective clinical leadership, including working with individuals and teams 
(facilitating learning, teamworking and providing support), facilitating 
change in organisations and systems and discuss the political context of 
clinical leadership delivery. Through reflecting on relevant examples from 
my clinical experience, I will aim to highlight theoretical and political issues 
throughout the essay. In my clinical experience, I have not heard of a
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Psychologist training for and adopting the role of an Approved Mental 
Health Professional nor an Approved Clinician4 and therefore this essay will 
explore issues of clinical leadership within a broader context that is relevant 
to all, both in formal and informal positions, within the organisational 
system. I will explore issues in relation to all grades of Psychologist, with an 
emphasis on trainees; the term ‘we’ will be used to refer to all Applied 
Psychologists, including Trainee Clinical Psychologists.
Literature Search
Recent documentation produced by the DoH, BPS and Division of Clinical 
Psychology (DCP) was integral to this essay. In addition, relevant search 
terminology was generated and the database PsychlNFO was searched 
between December 2010 and January 2011. Bibliographies were also 
checked for relevant articles. The issues were synthesised into themes, 
which will be explored as outlined above in the Overview and definitions 
section.
WHAT IS EFFECTIVE CLINICAL LEADERSHIP?
Models of Leadership
Over time, research about leadership has evolved from early theories 
hypothesising specific characteristics that make people effective leaders 
(e.g. personality, class, height, age, intellect), akin to a ‘one size fits all’
4 À search o f  the literature did not yield any statistics for the number o f  new professionals 
adopting the roles o f  the Approved Mental Health Professional and Approved Clinician 
since the introduction o f  the new Mental Health Act (DoH, 2007).
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model (Faugier & Woolnough, 2002). Subsequently, researchers 
investigated how leaders behaved and categorised styles according to the 
levels of input followers had in decision-making and problem-solving 
(autocratic, bureaucratic, participative and free-rein) (Faugier & 
Woolnough, 2002).
Although the literature discusses a range of leadership styles (e.g. Goleman, 
2000), the NWOW document on organising, managing and leading teams 
(BPS, 2007a) discusses five leadership approaches relevant to Applied 
Psychologists, which will be focused upon herein: transformational, 
transactional, servant, adaptive, situational. There is a particular emphasis 
on transformational leadership in healthcare, which highlights the 
importance of communication, strong values and mutual respect and 
continuously motivates and inspires others with a shared vision of the future 
(BPS, 2007a). The transactional approach relates to more traditional 
management values, whereby followers obey their leader and rewards are 
often contingent upon work being completed to a set standard. Whilst some 
people criticise the transactional approach and deny its value in a healthcare 
setting (e.g. Faugier & Woolnough, 2002), the BPS (2007a) acknowledges 
its limitations for creativity but asserts its importance alongside other 
leadership approaches. Servant leadership recognises that anyone at any 
level can lead simply by meeting the needs of their team. This seems 
particularly important for me at present, as a Trainee Clinical Psychologist, 
and will be discussed later. Adaptive leadership is very proactive in thinking 
and acting to exert influence over the environment. Finally, situational 
leadership acknowledges that different situations may require different 
leadership styles and so switches between approaches depending on the 
situation, taking into account factors such as the team’s culture, skills, 
experience and the organisational environment.
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The BPS (2007a) suggests that no one leadership approach encapsulates the 
needs of Applied Psychologists exercising leadership and acknowledges the 
advantages and disadvantages of each approach. However, it also needs to 
be acknowledged that leadership is a dynamic, two-way process between the 
leader and followers (Faugier & Woolnough, 2002). In 1975, Georgiades 
and Phillimore (1975) coined the concept of the ‘hero-innovator’ a myth. 
Despite this, there is a danger that professionals can be employed as leaders 
of change without the necessary supportive infrastructure (Millward & 
Bryan, 2005), with the expectation that they can rescue a declining service. 
In my experience, I have seen the expectations of both leaders and followers 
be too elevated and too solely focused on the leader, with detrimental 
effects. In my current placement, a team leader has been employed to try 
and facilitate change within the team. Her attempts to change processes and 
practices have been met with some resistance, which is to be somewhat 
anticipated in team cultures that have a set way of doing things (Millward & 
Bryan, 2005). Over time, she appears more tired and disillusioned and I 
worry that by individually taking on too much responsibility and neglecting 
the system’s accountability in the process of leadership and change, she is at 
risk of burnout.
Leadership Qualities
The NHS leadership qualities framework (NHS Institute for Innovation and 
Improvement, 2006) sets out fifteen leadership qualities covering a range of 
personal, cognitive and social qualities, which are categorised into three 
domains: setting direction (e.g. intellectual flexibility, political astuteness), 
personal qualities (e.g. self-belief, personal integrity) and delivering the 
service (e.g. empowering others, collaborative working).
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The leadership qualities framework seems helpful as a focus for personal 
and professional development, because it specifies different levels of 
competency for each quality, with which professionals can compare 
themselves. It also emphasises the importance of contextual leadership, 
which is similar to situational leadership (BPS, 2007a). However, in my 
opinion, it does not sufficiently emphasise the importance of systemic 
thinking in transforming organisations, which has been highlighted by 
systemic thinkers, such as Flood (1999). Considering the whole pattern of 
system processes (e.g. the interrelatedness of system parts or events, how 
counteracting tensions may hamper change, the patterns and impact of 
assumptions and beliefs owned by different members of the system) is 
arguably vital for formulating within a leadership role. For example, 
systemic thinking can help to understand when change occurs as predicted, 
when it is unsuccessful and how to move on from successes and failures in 
the most appropriate way for the system.
Reflective and self-reflexive practice are crucial aspects of clinical 
leadership in order to understand processes, guide teams and nurture the 
learning organisation (Johns, 2004). Applied Psychologists’ core skills of 
assessment, formulation, intervention and evaluation can be readily 
transferred and applied within a leadership setting (BPS, 2007a). In this 
way, we can exercise flexible leadership and understand the factors 
affecting team processes, so that intervention such as problem-solving is 
intelligent, tailored to the system and more likely to be effective. This 
relates to the necessary consideration of the context within which leadership 
is occurring and the need to exercise situational leadership (BPS, 2007a).
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The Development of Clinical Leadership Qualities
The BPS (2007a) emphasise the need for clinical leaders to develop their 
own values and natural style in order to maximise their leadership potential. 
A developmental framework has recently been published that distinguishes 
between clinical, professional and strategic leadership skills, how to develop 
these and how to use them, according to the position of the Clinical 
Psychologist (post-graduate trainee, practising, consultant and Clinical 
Director) (DCP, 2010). The implication for me is that as a Trainee Clinical 
Psychologist, I clearly need to be developing my leadership skills. This 
concept, that leadership does not only exist at the top of an organisation but 
is available to everyone on an informal basis, is common in other healthcare 
professions too, such as nursing (Faugier & Woolnough, 2002).
Whilst my contract dictates some leadership development, such as the need 
to provide teaching and training, I hope to be more proactive in developing 
my leadership skills throughout the second half of the training course. In 
particular, I would like to seek opportunities to work with clients and carers 
in service design, delivery or evaluation. I could also discuss clinical 
leadership scenarios with my supervisors, mentor and personal and 
professional learning discussion group and I could seek training in 
supervision, mentoring, consultation, teaching and training others (DCP, 
2010). The latter is something that I previously thought I would do once 
qualified, but the developmental framework (DCP, 2010) has precipitated a 
re-evaluation of the belief that it is premature to complete such continuing 
professional development as a trainee.
As Applied Psychologists progress through their career, it is important that 
their leadership competencies evolve and the developmental framework 
(DCP, 2010) could be a useful tool to inform this evolution. However it is 
important that Psychologists work within their own limits and competencies
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and we do have a duty to decline responsibilities that we believe are outside 
of these (Johns, 2004).
DELIVERING EFFECTIVE CLINICAL 
LEADERSHIP
Working with Individuals and Teams
Facilitation o f learning
There are many ways that Applied Psychologists can facilitate others’ 
learning, such as providing consultation, supervision, role-modelling, 
teaching, training and promoting psychological mindedness in conversations 
with people (DCP, 2010). All these methods are arguably forms of clinical 
leadership, because they facilitate reflective, evidence-based practice with 
others, which in turn has a positive impact on client healthcare.
I will discuss consultation in more depth, because it is an area that interests 
me, but also causes anxiety due to a belief that I must be an expert in an area 
when providing consultation (and yet I normally feel like a novice). 
Consultation is an indirect mode of service delivery that relies on a 
collaborative, interpersonal process (Parsons, 1996) and enables the 
provision of psychological expertise to a broader range of people than other 
forms of service delivery allow (e.g. one-to-one therapy), thus making 
effective use of resources. It seems to me to be particularly helpful when 
professionals feel ‘stuck’ with a client and it can help to generate new 
perspectives, instil motivation in staff and facilitate responding to the 
client’s needs in a  person-centred manner (Canham, 2000).
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Lake (2008) proposed an integrative model of consultation that is designed 
for use in multidisciplinary teamworking and draws upon cognitive 
behavioural therapy, cognitive analytic therapy and attachment theory 
within a biopsychosocial framework. The aim is for multidisciplinary 
professionals to collaborate, reflect and arrive at a shared formulation of a 
client’s experiences. The model emphasises the transferability of Applied 
Psychologists’ skills and it is important for me to remember that skills such 
as formulation and reflection are quite unique to psychology. Therefore 
even as a Trainee Clinical Psychologist, I can offer a valuable perspective 
and perhaps also facilitate the development of new perspectives in the 
questions that I ask of others, for example by asking socratic, circular and 
self-reflexive questions.
Effective teamworking
The BPS (2007b) asserts that Applied Psychologists have an important role 
in effective teamworking and its implications on improving clinical 
outcomes. Not only is it important to value diversity within teams (BPS, 
2007b), respectful risk-taking, especially when working cross-culturally, 
can help to develop trusting, collaborative relationships (Mason, 2005). 
Applied Psychologists should be actively involved in the design, operation 
and evaluation of teams using research evidence. Skills such as reflective 
practice and the involvement of clients and carers can help to achieve 
optimal team design, operation and evaluation (BPS, 2007b).
Mickan and Rodger (2005) used a mixed methodology to develop a model 
consisting of six conceptual categories that most consistently distinguish 
effective teams. These were communication (sharing of ideas and 
information), cohesion (team spirit, shared enjoyment and pride in 
achievements), purpose (shared ownership of collective interests), goals
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(specifying how to achieve client care outcomes), mutual respect (openness 
to the talents and beliefs of everyone) and leadership. Participants’ 
descriptions of good leaders included managerial (e.g. maintaining structure 
for making decisions; co-ordinating tasks equally) and clinical leadership 
concepts (e.g. sharing ideas and information; listening to, supporting and 
trusting team members). By completing these tasks in collaboration, 
teamworking may become more integrated as shared ownership for leading 
develops. Mickan and Rodger (2005) also proposed a four-stage guide for 
Reflective Analysis and Team Development, whereby teams reflect upon 
their current teamwork, appraise the team’s performance, plan team 
improvement strategies and implement and evaluate change. Using our 
skills in relation to groupwork, reflective practice, creativity and flexible 
thinking, Applied Psychologists could have a significant role to play in 
inspiring teams and facilitating team development within Mickan and 
Rodger’s model.
I have observed my supervisor on placement exercise leadership behaviour 
with curiosity and fascination. In some ways, I think she demonstrates some 
very effective clinical leadership qualities from which I can learn. In team 
meetings, she is quick-thinking, she shares her ideas and formulations and 
discusses these in the context of the evidence-base. She uses humour to 
bond with people and I admire her communication and assertiveness skills, 
as well as the way she markets her psychological skills to the 
multidisciplinary team. However, there are a lot of tensions within the team 
and many team members seem to think that she is in part responsible for 
these. There appears to be a splitting of the team between the Psychologists 
and other team members and therefore despite her numerous leadership 
qualities, the multidisciplinary team is arguably not integrated. It is difficult 
for me to highlight what needs to change, as I believe the difficulties have a 
longstanding, complex and political history, about which I have limited 
knowledge. However, it is clear to me that if change is to happen, the team
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need to think collaboratively and flexibly and work hard together in order to 
achieve this. The aforementioned guide for Reflective Analysis and Team 
Development (Mickan & Rodger, 2005) may be helpful, perhaps 
implemented on a team away day, separate from the department and 
facilitated by somebody distinct from the team and skilled in facilitating 
discussions. I think it would be important for a comfortable space to be 
created, whereby everyone was given an opportunity to express their 
feelings in an open, reflective and non-blaming way. Of course, it would be 
interesting to explore team members’ thoughts, feelings and possible 
concerns about such a potentially radical suggestion given that these 
complex team dynamics seem to have existed for some time. I wonder what 
aspects of the current team culture might resist transition and what blocks 
and obstacles might impede positive change (Millward & Bryan, 2005).
The Tavistock model, which recognises the usefulness of psychoanalytic 
concepts outside of individual psychotherapy, can also be helpful in 
thinking about teamworking and team processes. Canham (2000), a child 
psychotherapist, set up a group for staff at a Child and Family Department, 
based on the Tavistock model. The group aimed to help workers understand, 
digest, process and make sense of feelings and experiences with clients. He 
found that the group rekindled staffs motivation and the sense that their 
work was worthwhile, it prevented splitting of the staff team and provided a 
model to children and young people that difficult feelings can be thought 
about and worked through. The group also prevented difficult feelings being 
projected onto colleagues or clients. In this way, Applied Psychologists can 
use their psychotherapeutic skills to support staff teams, enable them to 
make sense of their experiences and improve relationship dynamics within 
the team, as well as between staff and clients. Indeed, Millward and Bryan 
(2005) argue that a vital role of the clinical leader, as a facilitator of 
improved healthcare delivery, is to manage relationships (including 
interpersonal dynamics, interaction and communication) between
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professionals, between the leader and team members, between the team and 
client and between the team and organisation (e.g. NHS Foundation Trust). 
In addition to my previous suggestion in relation to the team dynamics at 
my current placement, perhaps the use of psychoanalytic concepts could 
facilitate staff to introspect and consider their own feelings and relationship 
processes more, thus reducing the blame currently projected onto other team 
members. This could in turn improve relationships within and outside of the 
team.
Provision o f support
As previously suggested, encapsulated within effective teamworking is the 
necessary provision of support for team members. Significant skills inherent 
within the role of Applied Psychologists are the abilities to listen and be 
empathie to the needs of others (BPS, 2007a). Indeed, the Centre for 
Creative Leadership conducted a three-year study and found that being 
caring was the only statistically significant factor distinguishing the very 
best leaders from the mediocre ones (Faugier & Woolnough, 2002). We can 
use our knowledge, skills and caring nature to promote the psychological 
health of the workforce, to understand the emotional impact of change on 
those involved and prepare and support staff during transition processes 
(BPS, 2007a). These are roles that impact upon healthcare delivery and that 
clinical leaders from other professions might place a reduced emphasis on 
under the pressure of achieving outcomes. Therefore Applied Psychologists 
are well placed to offer support to teams in these ways.
My team on placement adopts a rolling chairperson at team meetings and 
recently a Nurse was delegated as the new chairperson for a three-month 
period. I watched her emotions rise as she struggled to contain her first 
meeting (these seemed to me to be a combination of anxiety, frustration and
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self-doubt), where unfortunately she and a Social Worker had a 
disagreement when the chairperson tried to shift the discussion in an attempt 
to manage time. Afterwards, both the Nurse and Social Worker spoke to me 
and were quite emotional about the situation. One of the issues that struck 
me was that this poor Nurse had been dropped into the position of chairing 
meetings (with a team consisting of some quite dominant personalities) with 
no training or support. When I suggested the need for training and support, 
it was acknowledged as a good and innovative idea. It seemed so evident to 
me that lack of training and support had in part resulted in detrimental 
effects that impacted upon staff and the content of the clinical case 
discussion (and therefore healthcare delivery) and yet to a team familiar 
with a rolling chairperson, the idea was labelled as ‘innovative’. This 
example emphasises the need to provide training and support for people 
when they adopt new clinical leadership responsibilities and it also 
highlights the need to try and maintain ‘fresh eyes’, because I think being 
new to the team, I found it easier to formulate the problem and suggest a 
potential solution.
Linked to the idea of support is emotional intelligence, that is the ability to 
monitor and regulate one’s own emotions, monitor the emotions of others 
and use this information to guide thinking, actions and manage relationships 
effectively (Goleman, 2000). Leaders who have high emotional intelligence 
are more likely to cultivate a harmonious working environment (Goleman, 
2000). Given that emotion regulation is a core skill taught in cognitive 
behavioural therapy and Applied Psychologists are trained to be reflective, 
self-reflexive and acute observers of other people’s wellbeing, we are 
arguably high in emotional intelligence and therefore should utilise this in 
order to provide appropriate support to others and nurture good working 
alliances.
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Mayseless and Popper (2007) suggest a conceptual model with regard to 
attachment and organisational processes. They argue that social structures, 
institutions and leaders can function as a secure base and when followers 
form an affectionate bond with leaders, this acts in many ways like an 
attachment relationship between a parent and child. Their propositions are 
acknowledged to be tentative and based on preliminary evidence at present, 
thus necessitating further research, but it is an interesting perspective to 
adopt when considering team processes and interactions between leaders 
and followers. When I think about my own experiences, the concept of 
attachment theory as proposed by Mayseless and Popper does seem to bear 
merit. For example, one team leader whom I remember fondly was quite a 
maternal figure to me on reflection. I was working with sexual offenders at 
the time and she did indeed provide a secure base where I could entrust 
personal information and where I felt I was protected and cared for. 
Working with this client group may have been a very different experience 
were it not for her and in the future I will strive to act as a secure base for 
people I am supervising and leading, particularly when the work is of an 
intensely emotional nature.
Facilitating Change in Organisations and Systems
Facilitating organisational change is fairly interrelated with strategic 
leadership and becomes more feasible as Clinical Psychologists progress 
through their careers (DCP, 2010). Applied Psychologists can be proactive 
in facilitating change in service organisation and delivery, workforce 
modernisation and the reform of services (BPS, 2007a). In order to achieve 
this, it may be important to maintain ‘fresh eyes’ and challenge the status 
quo. Clinical leadership that influences systems at consultant and director 
level can include advising commissioners on safe evidence-based clinical 
practice, contributing to regional and national clinical and professional
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networks and developing psychological quality monitoring systems (DCP, 
2010). Psychologists can use their clinical knowledge and skills to consider 
decision-making in a critical way, such as approaching clinical risk and 
quality in an educated and systematic way (DCP, 2010), and reflect upon 
ethical dilemmas. Applied Psychologists must be able to tolerate safe 
uncertainty, engage in positive risk-taking and find positions of authoritative 
doubt (Mason, 2005).
Applied Psychologists can also provide consultancy to organisations on 
organisational and systems improvements (BPS, 2007b). Parsons (1996) 
discusses system-focused consultation and proposes a model for assessing 
and guiding intervention for organisations. He describes narrow versus in- 
depth assessment and maintains the importance of acknowledging all 
individual behaviours within the system as a whole rather than within each 
person’s internal dynamic. The need to understand the system’s culture 
(particularly with regard to values and assumptions) and its interacting 
forces is emphasised in order to provide culturally compatible interventions 
that minimise resistance incurred.
As a result of Clinical Psychologists’ doctoral training, we are particularly 
skilled and in a strong position to offer research, audit and service 
evaluation skills, involving clients and carers where possible (BPS, 2007a). 
These skills are particularly important in implementing both evidence-based 
practice and evidence-generating practice. With appropriate dissemination 
of research, Psychologists can inform clinical practice guidelines and 
appropriate organisational change at regional, national or even international 
levels, which in turn impact upon client healthcare and outcomes.
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The Political Context
Against the backdrop of the government’s NHS reforms within a 
challenging financial situation (DoH, 2010), clinical leadership can help 
organisations to cope with change, but can also be proactive in shaping the 
future (DCP, 2010). Therefore Applied Psychologists should be proactive in 
developing relationships and engaging with trusts and psychological 
divisions regarding issues, such as the reform of services agenda and 
guiding local and national policy (DCP, 2010). The DCP (2010) state that at 
Clinical Director level, Clinical Psychologists should be fully aware of the 
context of the delivery of clinical care within the political, social, technical, 
economic organisational and professional environment. Therefore delivering 
effective clinical leadership must be considered within the political context 
of the NHS and its organisational systems (e.g. individual Foundation 
Trusts) and Applied Psychologists need to develop this understanding as we 
develop in our careers.
The government plans to reduce costs involved in NHS management by 
more than 45% by 2014, thus freeing up resources to fund front-line care 
that is empowered to innovate and improve local healthcare services (DoH, 
2010). I imagine that this will place immense pressure on clinical staff to 
continue in their clinical roles, whilst flexibly adopting new, stressful 
leadership roles within a challenging financial context that is not only 
straining on resources, but staff morale too. As a Trainee Clinical 
Psychologist, I entered the profession with some knowledge about the 
evolving role of Applied Psychologists. However for professionals who 
qualified some years ago, who may have limited interest in leadership and 
yet as clinical staff work on the front-line, some may be compelled into such 
positions (particularly General Practitioners who are being given more 
responsibility to commission and control local healthcare services) (DoH, 
2010). It will be interesting to see how the local healthcare systems cope
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with these changes and the impact on staff, for example the effects on 
teamworking and staffs psychological wellbeing. For those professionals 
who are not formally designated new leadership responsibilities, I believe it 
will be important to support and collaborate with their colleagues in order to 
enable change to occur and leadership to flourish in a way that improves the 
quality of clients’ and carers’ healthcare experiences.
CONCLUSIONS
Clinical leadership is a concept that has evolved in the context of NHS 
reforms and involves fostering a self-reflective culture that promotes 
evidence-based practice and improved healthcare, a culture which everyone 
at every level can share responsibility in nurturing. Clinical leadership is not 
only useful to facilitate improved healthcare, but vital under the managerial 
cuts planned by the government (DoH, 2010) in order to maintain the safety 
of clients and carers. Therefore the question is not so much about the 
usefulness of clinical leadership, as it is about the usefulness of Applied 
Psychologists functioning within a clinical leadership role. This essay has 
explored the many ways in which Applied Psychologists lend themselves to 
being good clinical leaders, whilst recognising the context and boundaries 
within which clinical leadership takes place.
I have discussed how clinical leadership can benefit a range of people and 
systems, including clients, carers, staff teams and organisations. I have 
discussed factors related to the local environment (e.g. teamworking), which 
Millward and Bryan (2005) emphasise as a principle component of clinical 
leadership, but also considered the broader organisational systems. The 
systemic effects of clinical leadership on clients and carers are both direct 
and indirect, for example through the inclusion of clients and carers in the 
design and delivery of services (direct) and by facilitating others to improve
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their practice (indirect). It is acknowledged that the issues around clinical 
leadership sit within the broader context of professional, strategic and 
managerial leadership roles, which Applied Psychologists should be able to 
move between according to the situation (DCP, 2010; Millward & Bryan, 
2005).
Millward and Bryan (2005) describe clinical leadership as a “very delicate 
balancing act” (p.xvi) between issues of content (e.g. evidence-based 
clinical judgements, translating policy), process (delivering health care), 
macro-level (e.g. awareness of systems, legal and political issues, client 
views) and micro-level (e.g. technical, interpersonal) considerations. 
Clinical leaders are charged with being agents of cultural change, but at the 
same time, collaboration and empowerment from others are needed for them 
to succeed in this role (Millward & Bryan, 2005).
I do believe that Applied Psychologists have the potential to be excellent 
clinical leaders in many ways. Alongside the utilisation of our unique 
psychological skills, our cognitive flexibility, emotional intelligence and 
personal integrity are simply a few qualities that I think are inherent in the 
role of Applied Psychologists and lend ourselves to providing effective 
leadership. However, in my experience some Clinical Psychologists can be 
so diplomatic that they almost shy away from asserting their opinions; our 
training to think broadly and systemically and therefore gather extensive 
information can sometimes hinder us from making decisions quickly when 
this is required. Applied Psychologists must foster their leadership 
development, whilst working within the boundaries set by local and national 
NHS standards and by their own competencies. The need to market our 
skills alongside other clinical leaders, such as Nurses, is imperative, 
particularly in the current climate where clinical leadership is encouraged in 
front-line staff in general (DoH, 2010). In order to do this effectively, it is 
important that we take ownership of our specialist skills, such as
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assessment, formulation and research skills, in order to maintain the claim 
and respect of the psychology profession (BPS, 2007a). It will be interesting 
to see how other professionals respond to the NHS reforms and how clinical 
leadership develops within teams and trusts over time, including how it is 
shared between multidisciplinary professionals.
As I develop within my role as a trainee and, in the future, a qualified 
Clinical Psychologist, I look forward to the challenge of developing and 
implementing my leadership skills. It is an exciting prospect that my fellow 
trainees and I are the next generation of leaders and potential agents of 
organisational change. I will strive to develop as a reflective situational 
leader, so that I can switch leadership style according to the situation 
(Faugier & Woolnough, 2002). In the current political and financially- 
strained environment, clinical leadership is vital for maintaining the quality 
of the NHS and improving healthcare standards (DoH, 2010). As Applied 
Psychologists, we must rise to the challenge in a way that maintains the 
physical and psychological wellbeing of ourselves, our teams, organisations 
and of course the diverse clients and carers with whom we work.
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THE ORIGINAL PROBLEM
At the beginning of the PsychD course, we were divided into our personal 
and professional development (PPD) groups, each consisting of eight group 
members. Each group was given the problem based learning (PEL) task of 
preparing a presentation on ‘the relationship to change’. The ambiguous 
nature of the task did, I think, raise group members’ anxiety, alongside the 
fact that we were embarking upon the training course and did not know one 
another at this point in time.
THE GROUP PROCESS
How the Sessions Evolved
The first two sessions were spent brainstorming ideas about the relationship 
to change. Initially, we focused on personal change, which was 
understandable in the context of us all having commenced the course, 
perhaps having made life changes in order to do so. This shifted into the 
exploration of change within a wider framework, including social, political 
and cultural contexts. I enjoyed spending this time brainstorming such 
diverse ideas, whereas other group members expressed anxiety that the 
creation of the presentation was being delayed. Subsequently, in order to 
engage with a cross-section of the literature, each group member 
investigated a different domain of change and reported back to the group. 
These domains included different theories, therapeutic orientations and 
ideas involving group processes, reflection and change in identity.
We finally decided to focus our presentation on the process of how our PPD 
group was changing over time and illustrated these changes using a collage. 
This idea was inspired by Ernst and Martin (2007), who described collage-
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making as a useful exercise for exploring a key event. We felt that it would 
also facilitate our reflections and projections (harvesting lessons for the 
future). Our collage was represented as a timeline of sessions, illustrating 
the content of the sessions and their shifting focus. It also included our 
reflections on how we changed as a group and as individuals. Finally, it 
represented our reflections on how the task might affect our future clinical 
work.
How the Group Evolved
There were many advantages of tackling the PEL task as a group. These 
included the fascinating group process that ensued, the rapid bonding of our 
PPD group and the large amount of theory, research and knowledge that 
could be investigated and shared by the involvement of eight people.
It was very interesting to observe the group dynamics over time. In the first 
couple of sessions, there was a lot of talking over one another. As a fairly 
laid-back person, I left those sessions thinking I would have to change my 
nature if I was to express my opinion ( 7 need to be more assertive and jump 
in quickly with points or I  won’t ever say anything! ’). In hindsight, people’s 
need to articulate their opinions was perhaps a combination of anxiety and 
the desire to make valuable contributions, particularly in the context of 
establishing themselves within such a competitive course. Over time, the 
dynamics changed as group members seemed to become more comfortable, 
the group became more connected and there was a growing sense of 
collaboration and teamwork.
Interestingly, sessions were more structured and felt more contained when 
our facilitator was present, perhaps because group members felt free to 
conflict or stray from the rules when she was not present. She was absent in
61
the fourth session, which was the closest our group came to ‘storming’ 
according to Tuckman’s (1965) model. This was indicated by the collapse 
of structure within the session and the temporary psychological withdrawal 
from myself and, it was apparent, another group member. However this 
stage was brief and quickly led to the group ‘norming’ and ‘performing’, 
channelling our energy into the task and appreciating one another’s roles 
within the group.
The PEL task gave us experiential learning of how multiple perspectives 
and peer support can enhance personal and professional development. The 
safe space that we created was vital for us to express our thoughts and 
concerns and it also enabled group consultation for members seeking 
assistance. This reflects the importance of a safe space within a therapeutic 
context. Safe therapeutic space, shaped by the therapeutic relationship and 
the therapist’s qualities, can facilitate exploration of clients’ personal 
feelings, assumptions and beliefs and also initiate behaviour outside of 
sessions, such as in behavioural experiments (Bennett-Levy, 2003).
Difference and Diversity
At first, it seemed like there were perhaps too many dominant personalities 
in the group. Over time, the group bonded very well and the group’s diverse 
personalities became more apparent. We learned to use people’s strengths to 
the group’s advantage, thus not only appreciating, but utilising the group’s 
differences and diversity. This appreciation and utilisation of differences 
and diversity is important within multidisciplinary teams (MDTs) and in a 
therapeutic context. Making creative use of differences, the clients’ 
strengths and my own strengths has enhanced motivation and prevented 
therapy from becoming a ‘cookbook’ approach.
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Of course, my own social position and desires impacted upon the group 
process. As a child, I was a perfectionist and my mother worked hard to 
expel this from my nature, because her own perfectionism had hindered her 
in life. Therefore my present working style encompasses a balance between 
high standards and advancing without procrastination. During the fourth 
session (as mentioned above), I felt that the conversation was very circular 
and we had wasted time. These frustrations were increased by the fact that I 
was chairing the session and felt inadequate by my inability to contain it. 
Another person felt similarly frustrated and these differing views within the 
group affected the session’s group dynamics. As the youngest child of three, 
I have rarely had my own way, so my positioning in such situations is to sit 
back with the feeling that I cannot change the situation nor the majority rule. 
Therefore, whilst other group members felt they should relinquish the urge 
to control, I felt that perhaps I should have tried harder to express my 
beliefs.
IMPACT ON CLINICAL PRACTICE
During brainstorming, we observed that change can be empowering and 
disempowering. This idea is of considerable importance in clinical work. 
For example, I have observed how one of my clients, who is diagnosed with 
depression, feels repeatedly disempowered by changes in circumstances in 
his life that he feels he has no control over. The overall goal of therapy has 
been to empower him with the ability to make changes in his thoughts, 
feelings and behaviours, regardless of those obstacles that impede him. 
Additionally, I realised that our judgements about ourselves in the group 
were at times empowering us to change (e.g. 7 need to be more assertive ’), 
but at other times acted as unhelpful, dysfunctional assumptions (e.g. 7 am 
too bossy1), which parallels our clients’ experiences.
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Feelings that group members experienced during the task may parallel those 
of service users and carers, for example feeling unheard, unable to change, 
self-conscious and out of control. I strive to be sensitive and respond 
appropriately to these issues in my clinical work. As examples, when a 
client appears self-conscious during mindfulness practice, I model the 
exercise first; when another client appears manic, I use the session’s 
structure to try and be containing. Taking into account both service users’ 
and carers’ views requires discretion: I have employed the recovery 
approach when working with a client and carer simultaneously in sessions in 
order to overcome subtle disagreements between them.
During the task, I found that if the group’s motivation levels were high, 
mine were high, but if they waned, mine inevitably reduced somewhat too. I 
have noticed parallels in my therapeutic work: when clients feel motivated, I 
feel a better therapist; when clients appear de-motivated, I feel that the 
therapy is ‘stuck’ and I am a bad therapist. It has made me wonder, should I 
be chastising myself for lack of change in therapy? How much 
responsibility for client change lies with me? And might there be therapeutic 
benefits for clients despite the evidence from psychometric data? Reflecting 
on these issues in supervision has helped to normalise these thoughts and 
use them to help rather than hinder the therapy.
Ethical Issues
Honesty and reflection in supervision are vital in the constant strive to 
develop as a trainee clinical psychologist. In an incident when I realised I 
had given insufficient notice that I would not see a particular client over 
Christmas, I thought I had potentially threatened our therapeutic 
relationship. In attempting to rectify the situation, I admitted fault, 
apologised and made amends where possible. I raised the issue in
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supervision to explore other possible resolutions and discuss how to prevent 
a similar occurrence from happening again. Subsequently, I now book 
multiple sessions at a time, I am careful to warn clients of any planned 
absences well in advance and at the beginning of therapy we discuss the 
possibility of unforeseen absences. These changes in my clinical practice are 
grounded in the endeavour for change and are vital for my professional 
development.
Achieving change within MDTs is a challenge to which I believe clinical 
psychologists should rise when necessary. Recently, a derogatory comment 
was made about a client I see by another professional within the team. I felt 
offended by this comment and thoroughly disagreed with him. Other people 
were present, I did not want to threaten my professional relationships and I 
was aware that I was young and inexperienced in comparison to the 
professional, so I light-heartedly challenged him. As I develop in my 
professional role, I hope to be able to act on such situations with more 
confidence and endeavour to achieve more enduring changes in MDT 
attitudes where unhelpful attitudes exist.
THE PRESENTATION
As the last group to make our presentation at the end of the day, we were 
aware that we needed to be lively and engaging. Therefore we adhered to 
our original plan of standing up throughout, despite the fact that other 
groups had sat down and this was a tempting prospect considering our 
nerves!
The presentation flowed well, although we were slightly rushed for time 
toward the end. The strengths of our presentation included the visual 
engagement provided by our large, colourful collage and the fact that we
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took a different approach from other groups: that of a reflective, systemic 
process account. Our major weakness, which was reflected in the audience’s 
questions and our feedback, was the lack of theory. Although we had 
considered lots of theory and tried to acknowledge this both in the collage 
and our presentation, time constraints resulted in these acknowledgments 
being on a fairly superficial level.
FINAL REMARKS
The PEL task and the changes in my life as a result of commencing training 
have brought the issue of change to the forefront of my mind. 1 greatly value 
the PEL task, both for its unifying effect on our PPD group and its influence 
on my thinking during the first part of training. It would be interesting to 
consider how different the process and presentation may have been had the 
group consisted of different members. For example, if the group had not 
been all-female or if it had contained members who were opposed to the 
idea of a collage.
An essential part of cognitive behavioural therapy (CET) is achieving 
change in someone’s thoughts, feelings and behaviours (Dudley & Kuyken, 
2006). Although CET focuses on change within the client, the ‘ripple- 
effect’ of change indicates that other consequential changes are also likely, 
for example social/cultural change within their relationships, families and 
perhaps communities. Learning more about the wider consequences of 
change within a clinical context is something to which I greatly look 
forward.
Our reflections during the task and beyond have highlighted the relationship 
between the personal and the professional, including the impact that the task 
has had on us as individuals, as a group and on our clinical practice. It will
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be interesting to monitor the group’s relationship to change over time, as all 
group members develop within their personal and professional roles. Our 
future learning and the changing profession of clinical psychology will have 
exciting consequences on our personal and professional contexts.
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THE ORIGINAL PROBLEM
At the beginning of our second year, we were given a Problem Based 
Learning (PEL) task and instructed to complete this within our Personal and 
Professional Learning Discussion (PPLD) groups. These groups each 
consisted of eight people and were formed at the beginning of the training 
course. Following several weeks, we would deliver a 20-minute presentation 
to our cohort and academic tutors.
The task introduced us to the Staines family, whom consisted of the 
following: twin daughters (aged 3 years); Mr. Staines, the father (aged 23 
years, attended a special educational needs school, no formal diagnosis); 
Mrs Staines, the mother (aged 40 years, mild learning disability, victim of 
domestic violence within current and past relationships); two children from 
Mrs Staines’ previous marriage (aged 11 and 13 years, in separate, closed 
adoption); paternal grandparents (lived locally, very supportive) and three 
uncles; maternal grandmother and aunt (with whom the family had no 
contact). Mr. and Mrs Staines lived in deep poverty and were unable to read 
and write. Their daughters had witnessed their father physically assault their 
mother when intoxicated. Mr. Staines had not been offered a service from 
the local drugs and alcohol agency; Mrs Staines was receiving anti­
depressant medication and counselling for feelings of despair and 
depression.
Following a full child protection case conference, it was deemed that the 
children were at risk in the care of their parents. They were placed on the 
child protection register under the categories of emotional abuse and neglect 
and placed in short-term foster care. Various opinions existed regarding the 
children’s welfare: Mr. and Mrs Staines wanted their daughters returned to 
their care; the paternal grandparents were willing to care for the children; 
the children’s Guardian thought that Mr. and Mrs Staines could be given
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more help with parenting; the Local Authority wished to place the children 
for adoption. The PEL task instructed us to conduct a full risk assessment in 
order to help the Court and, if appropriate, develop a rehabilitation plan for 
the children.
The problem was presented to us in a very systemic way and drew on issues 
regarding children, older adults and learning disabilities. This was very 
appropriate, because we were all on one of these three core placements and 
many of us were excited about the opportunity posed by our new 
placements to work within other therapeutic approaches, such as systemic 
therapy.
THE GROUP PROCESS
How we Approached the Problem
We were all aware that two members of our group were adopted as children. 
The relevance of this in relation to the task, including the potential for 
sensitive issues to emerge, was opened for discussion immediately by the 
relevant group members. I think this reflected the safe space that our group 
had managed to create and it resulted in more effective teamworking, as we 
were not hindered by an unspoken ‘elephant in the room’. There were other 
issues within the Staines family that chimed with my own personal 
experiences, with which I was less forthcoming, and I will consider this 
further later on.
I perceive our group as possessing many strengths in the way that we 
integrate and work together. We are collaborative and extremely thoughtful 
about one another, for example observing any changes in group members 
and acknowledging these in a sensitive manner. There seems to be an
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atmosphere of warmth and caring when we meet and I think that is why we 
value the time we spend together so much. The main weakness that became 
apparent was that we sometimes shied away from the task at hand, for 
example by repeatedly talking off topic. When emotions were raised, we 
found it difficult to make a decision. We reflected that even working within 
a hypothetical situation, we were somewhat risk averse and that perhaps 
reflected a difficulty in tolerating risk and safe uncertainty (Mason, 1993) 
within the profession of Clinical Psychology in general.
Over the course of several group meetings and individual researching, we 
conducted two risk assessments with associated rehabilitation plans for the 
following two contingencies: the children returning to their parents’ care; 
the children residing with their grandparents (kinship care). We considered 
relevant psychological, physical, social and protective factors. By drawing 
upon our previous knowledge and working individually to research different 
issues between sessions, the extent to which we could contribute to one 
another’s learning was vast. A multitude of interesting discussions took 
place, including how iatrogenic discrimination can take place due to 
inadequate support services for parents with learning disabilities (Tarleton et 
a l, 2006), the impact to children of witnessing domestic violence 
(Kitzmann et a l, 2003) and the relationship between poverty, 
developmental delay and social disadvantage (Emerson & Hatton, 2008).
Group Dynamics
It was interesting to observe the differences between the group dynamics 
that developed during the PEL task that we completed in first year and those 
that developed within the current PEL task. We seemed more able to hold 
differing opinions and conflicting ideas: group members with minority 
opinions were able to express and retain these. I believe this reflected our
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group’s increased ability to appreciate and celebrate its difference and 
diversity. Of course, multidisciplinary teams (MDTs) have the additional 
struggle of combining the various views of not only individuals, but 
different disciplines. On placement, I have witnessed MDT fragmentation 
resulting in tension being played out both overtly (e.g. in meetings) and 
covertly (e.g. behind closed doors).
The roles within the group had evolved noticeably since our first PEL task, 
but also evolved during the present task. A couple of group members 
complemented one another in leading the group, seeming to tum-take 
according to their energy and motivation levels. It was nice to see one group 
member in particular, who was quite quiet last year, become very 
forthcoming at leading the group, particularly when we went off topic. 
Interestingly, she seemed to use humour to negate any negative feelings that 
her new role might instigate. Other group members were very good at 
prompting us to pause and reflect when they noticed interesting group 
process issues. I think my role in the group was more about playing ‘devil’s 
advocate’ and prompting the group to think about alternative perspectives 
before ploughing ahead with an idea.
At times, the group seemed somewhat chaotic. On reflection, we wondered 
if this chaos represented the feelings of helplessness and confusion of the 
Staines family. At times when laughter was permeating into the meetings, 
we wondered if we were masking feelings of discomfort with humour. 
Similarly, on placement I have noticed how professionals’ ‘humorous’ 
expressions regarding clients may represent their underlying feelings. For 
example, recently a colleague whispered in my ear that the real term for our 
client was a ‘proper little madam’. I felt very uncomfortable with this 
comment and yet smiled, because the power differential between us 
prevented me from challenging her and anyhow, I knew it had been said in 
jest. I wondered what prompted her to say this and thought that perhaps
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humour was a way of preventing harboured negative feelings from 
escalating.
How we Positioned Ourselves
During the PEL task, we noticed that our own opinions were often fuelled 
by our personal and professional experiences. Group members on their child 
placements tended to side with the children of the Staines family, those on 
their learning disability placements with the parents and those on their older 
adults placements with the grandparents.
My own personal standpoint was in the group minority (with just one other 
group member) and opposed the messages conveyed to us in our systemic 
and learning disability teaching. I thought that adoption was a potentially 
good option for the children, particularly as I was aware of their age and 
early life experiences are crucial in determining attachment patterns (Dallos 
& Vetere, 2009). I was also aware that as a child, I witnessed domestic 
violence, like the Staines daughters, and I view my parents divorcing as a 
positive thing. Over time, it resulted in various positive changes to 
individuals and my family as a whole that I do not think could have 
happened without the separation of my parents. Of course, separation from 
both parents (as in adoption cases) is very different from the separation from 
one parent (as in my personal experience), but I think because my 
experience opposes some of our systemic training, I am more open to 
questioning other aspects of this teaching. I withheld this personal 
information, because I was aware it could result in negative judgements 
being made about family members whom I loved and I was uncomfortable 
with this. On reflection, I wonder what effect this had on the group process 
(e.g. at times I may have been emotionally absent from the group) and what
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may have been different had I discussed my personal experiences in the first 
session, as did other group members.
Research indicates various poor outcomes in children who witness domestic 
violence, including increased emotional and behavioural problems and 
diminished academic performance (Humphreys and Mullender, 2000). My 
own experiences against the backdrop of this research made me consider 
resilience, protective factors, exceptions and the potential bias that may 
result from research not fully exploring the positive outcomes that can also 
follow negative experiences.
IMPACT UPON CLINICAL PRACTICE
The PEL task has impacted upon my clinical practice in a variety of ways. 
Our risk assessment and rehabilitation plans emphasised the family’s 
resilience and tried to utilise their strengths and resources. This has 
developed my thinking about how families can be supported to utilise their 
personal resources. The task also highlighted various issues that I might 
have otherwise under-emphasised on my current child placement. For 
example, it reminded me to routinely assess fear and violence at home for 
children and parents. Understanding more about the impact of economic 
pressures on families (Emerson & Hatton, 2008) has helped me understand 
the impact upon one client whose family’s financial situation changed 
dramatically, including the effects on her self-esteem.
The prospect of assessing and formulating children and families in a 
systemic way on placement was quite overwhelming initially, particularly as 
my previous experience was predominantly in one-to-one cognitive 
behavioural therapy. The PEL task enhanced my confidence and 
competence at thinking systemically. I have used supervision to consider the
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effects of parents’ wellbeing on children and how to screen parents’ mental 
health when appropriate. Stimulated by the PBL task, I am soon due to 
complete a training session to the MDT on parental mental health issues, 
including a case discussion and space for reflecting upon the service’s 
current practice. Interestingly, my supervisor did not appreciate the 
relevance of this topic until I explained my systemic reasoning, following 
which she became very enthusiastic. This suggested to me that even very 
experienced professionals can become so engrossed in a particular way of 
thinking that they sometimes fail to ‘see the wood for the trees’, whereas 
systemic thinking can broaden our perspectives and highlight our 
oversights.
The PBL task also familiarised me with the idea of ‘safe uncertainty’ 
(Mason, 1993), as well as the importance of not minimising risk. This has 
been subsequently strengthened on placement, where I have had numerous 
discussions in supervision about risk assessment and management and I 
have started to learn to tolerate ‘safe uncertainty’. In the past, I saw risk 
management as highly important for obvious reasons, but also somewhat an 
exercise of ticking boxes on paperwork and passing on information to 
superiors. Within the PBL task, we tried to manage risk whilst empowering 
the Staines family in the most appropriate way; similarly on placement, I 
strive to assess and manage risk to the best of my ability, whilst 
empowering families to promote their own wellbeing.
In addition, I am very interested in ‘Looked after children’ services. Within 
the PBL task, learning about relevant literature, engaging in interesting 
group discussions and being sufficiently privileged to hear about group 
members’ personal experiences of adoption have greatly enhanced my 
awareness of the relevant issues. For example, issues of attachment, the 
need to form new trusting relationships in adopted families and the effect 
that adoption can have on a child’s sense of self are highly relevant to
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children in care (Hughes, 2006). I look forward to utilising this knowledge 
further in the future and hope to one day work with looked after children.
THE PRESENTATION
Our presentation consisted of a narrator, four of us acting as ourselves 
debating the advantages and disadvantages of various options available for 
the children’s care and an observing team offering reflections regarding the 
group process. The presentation went well, the audience asked numerous 
questions that I believe we answered appropriately and the feedback that we 
received from the academic tutors was overall very positive.
FINAL REMARKS
In summary, the PBL task and the opportunity to reflect upon this was an 
enjoyable experience that further integrated our PPLD group, enhanced our 
skills and knowledge and had a substantial impact upon my clinical practice. 
It was a positive experience for our PPLD group to hold diverse, conflicting 
ideas and maintain cohesiveness, whilst working together to decipher an 
action plan in accordance with the children’s best interests. This led to our 
group feeling sufficiently comfortable to take further risks following the 
task.
Even though the PBL task involved a hypothetical situation, I believe it 
developed my confidence and competence to draw upon evidence and 
clinical judgement, challenge the status quo and self-assuredly assert my 
opinions. Hopefully this will stand me in good stead for my future 
professional practice, given the changing roles of Clinical Psychologists and
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the increasing emphasis on clinical leadership (British Psychological 
Society, 2007).
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Summary of Personal and Professional Learning 
Discussion Group Process Account I
Year 1
September 2010
Word count: 245
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SUMMARY
At the beginning of the PsychD Clinical Psychology course, trainees were 
divided into Personal and Professional Learning Discussion Groups 
(PPLDGs). Our group consisted of eight members and was facilitated by a 
regional psychologist. This process account follows a year of PPLDG 
meetings and reflects upon our personal and professional learning, the group 
process and how the group has impacted upon clinical practice.
A large proportion of the PPLDG was utilised to present our genograms, 
whereby we shared stories and relayed the cultural backgrounds of our 
extended families to one another. Issues of difference and diversity are 
reflected upon herein, particularly in relation to culture and religion arising 
from the genogram exercise. The PPLDG created a safe and supportive 
space: the impact of group members divulging personal information and 
factors that may have facilitated and prevented my own disclosures are 
considered. The dynamics of the group, including speculation into potential 
complexities within intra-group relationships and the concept of 
collaboration are reflected upon. The content of some of our PPLDG 
discussions and the impact upon my clinical practice is described, for 
example sharing formulations with clients and the awareness and 
maintenance of boundaries within therapy. Finally, I consider how the 
PPLDG could continue to evolve as we progress through training and 
suggest ways in which the space could be utilised further in response to our 
learning needs, so that we can maximise our personal and professional 
development.
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Summary of Personal and Professional Learning 
Discussion Group Process Account II
Year 2
July 2011
Word count: 240
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SUMMARY
This process account follows the second year of our Personal and 
Professional Learning Discussion Group (PPLDG) meetings and reflects 
upon the group process, our contributions towards one another’s learning 
and our development within personal and professional contexts. The 
PPLDG informed my learning both explicitly, for example through case 
formulations and reading seminars, and implicitly, for example by giving 
me a greater awareness of group process issues.
I consider the systemic impact of our new facilitator within the theoretical 
frameworks of attachment and group processes, and relate this to the 
systemic effects of changes in multidisciplinary teams. A sculpting task is 
also described and reflected upon in detail, including the ensuing changes in 
us as individuals and as a group. I consider how group members consciously 
and unconsciously reacted following the sculpting task in the context of our 
self concepts, defences and diverse cultural backgrounds.
The group impacted upon my clinical practice in various ways, in particular 
by enhancing my confidence and competence to deal with ethical issues and 
communicate my opinions regarding complex clinical issues to a range of 
clients and professionals. Some clinical examples regarding safeguarding, 
consent and capacity are outlined and I describe how my professional 
development has been fostered by PPLDG discussions regarding issues such 
as policy, risk and empowerment.
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CLINICAL DOSSIER
The clinical dossier begins with a summary of the experiences gained across 
the clinical placements. (Detailed placement contracts, log books of clinical 
activity, mid placement evaluation forms, end of placement evaluation forms 
and feedback forms are included in volume II of this portfolio). Summaries of 
four clinical case reports and one oral presentation of clinical activity are then 
presented in order to demonstrate some of the clinical work conducted on 
placement. These reports represent a variety of presenting difficulties and 
include formulation and intervention using a number of therapeutic models. A 
neuropsychological assessment is also presented. These reports are included in 
full in volume II.
All case material in this dossier has been anonymised. All names are fictitious 
and identifying personal details have been changed to preserve the individuals’ 
anonymity. This was checked by clinical supervisors. All the individuals 
provided written consent for their information to be used in this way.
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OVERVIEW OF CLINICAL EXPERIENCE
In this account, I will describe my four core placements and one specialist 
placement in turn, outlining the clinical experiences I have gained to date.
Adult Mental Health
My adult mental health placement was split between Epsom Community 
Mental Health Team (CMHT) and East Surrey Early Intervention in 
Psychosis Team (EIIPT). My role within the CMHT involved working with 
clients with a range of presenting problems, including depression, anxiety, 
agoraphobia, Borderline Personality Disorder and Posttraumatic Stress 
Disorder (PTSD). Intervention primarily took place within a one-to-one 
Cognitive Behavioural Therapy (CBT) framework, including mindfulness 
and Dialectical Behaviour Therapy. In addition, I designed, co-facilitated 
and evaluated a group for people with PTSD.
Within my role in the EIIPT, I worked with young people with psychosis 
(including schizophrenia, bipolar affective disorder and cyclothymia), some 
of whom had comorbid difficulties (e.g. a history of drug and alcohol abuse, 
cerebral palsy). I completed CBT and relapse prevention work with clients, 
for example restructuring negative automatic thoughts and core beliefs, and 
coping with positive symptoms. I completed an assessment of Asperger's 
Syndrome and provided informal consultation to other professionals.
Child and Family
This placement was based within Worthing Child and Adolescent Mental 
Health Services (CAMHS). I worked with children and families, gaining
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experience in integrative therapy (e.g. CBT, systemic, narrative) and risk 
management. I also contributed to the family therapy reflecting team. 
Clients’ presenting problems were diverse, including familial difficulties, 
Autistic Spectrum Condition, Attention Deficit Hyperactivity Disorder, 
anorexia nervosa, psychotic symptoms, emotion regulation difficulties, 
depression, anxiety, low self-esteem and phobias. I completed assessments 
(including four cognitive assessments) alone and joint with both Clinical 
Psychologists and the Consultant Psychiatrist. The work was informed by 
systemic thinking and I frequently liaised and consulted to schools, families, 
other professionals and relevant services. Using multimedia, I created and 
delivered a presentation to the multidisciplinary team about managing 
parental mental health issues in CAMHS.
Older Adults
This placement was based within Kingston Community Mental Health 
Team for Older Adults. Here, I gained experience in completing dementia 
assessments, stroke assessments, couple therapy and compassion-focused 
therapy. Some clients had physical disabilities and communication 
difficulties too, for which I made the appropriate adaptations to assessment 
and intervention. I completed some one-to-one work with a client who 
suffered from chronic depression and self-neglect, providing consultation to 
the Home Treatment Team who worked with her too. Joint with a Speech 
and Language Therapist, I also provided consultation to a staff team 
regarding a client with Huntington’s disease, who displayed behaviours that 
staff constructed as challenging. This piece of work adopted the Newcastle 
model for challenging behaviour approach. I co-facilitated a Cognitive 
Stimulation Therapy group with an Assistant Psychologist and provided 
some informal supervision to both her and a Student Psychologist, 
particularly around Safeguarding issues. In addition, I developed and co­
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facilitated dementia workshops with the Admiral Nurse for family and paid 
carers, providing psychoeducation in understanding and supporting people 
with dementia, coping with difficult behaviours, communication and 
managing carers’ own emotional responses.
People with Learning Disabilities
At present, I am working within a sub-speciality team of Richmond 
Community Team for People with Learning Disabilities, called the 
Psychology and Challenging Needs Service. I work with people with mild 
to severe learning disabilities, and some with physical and communication 
difficulties too, completing assessments (including cognitive assessments 
and risk assessments), risk management work, and direct and indirect 
intervention. This includes systemic family therapy and narrative therapy, in 
relation to presenting problems such as Obsessive Compulsive Disorder, 
depression, anxiety, relational and transitional difficulties. Joint with my 
supervisor, I am also completing consultation with a staff team regarding a 
client who displays behaviours perceived as challenging. This consultation 
is adopting a narrative approach. The placement has further developed my 
skills in formulating within an attachment framework. I am gaining 
experience of providing formal supervision through co-supervising an 
Assistant Psychologist. Additionally, I organised and co-presented a day’s 
training workshop on “Mental Health and People with Learning 
Disabilities” for other professionals, which received excellent feedback.
Specialist
I am working in the Traumatic Stress Service at Springfield Hospital for my 
specialist placement. This service assesses and treats people with PTSD,
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primarily using Trauma-Focused CBT (TF-CBT). I liaise with referrers and 
complete detailed assessments and individualised TF-CBT (sometimes 
completed intensively) with clients suffering from PTSD and comorbid 
difficulties. Clients have experienced a range of traumatic events, such as 
combat-related trauma, traumatic bereavement, imprisonment and torture. 
Many of these assessments and interventions are completed joint with my 
supervisor. The client population is ethnically and culturally diverse and I 
frequently work with interpreters.
Cognitive Behavioural Therapy with a woman in her 
early forties presenting with trauma-related symptoms
Summary of Adult Mental Health Case Report I
Year 1 
May 2010
Word count: 207
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SUMMARY
Psychological assessment, formulation and intervention with Sally Smith, a 
woman in her early forties, are presented. Sally suffered multiple traumas 
throughout her adulthood: she was the victim of multiple perpetrator rape in 
her early twenties and she also suffered prolonged abuse by her éx-husband, 
including physical and sexual abuse. She presented with trauma and 
psychotic symptoms, including vivid nightmares in which she was being 
raped, suicidal ideation, self-harming behaviour, auditory hallucinations, 
thought broadcasting, feelings of terror, low mood and agoraphobic-type 
symptoms. Assessment and formulation centred on constructing links 
between Sally’s past and present difficulties and resilience, in particular the 
factors maintaining her problems. After creating a hierarchy of trauma, 
intervention within a cognitive behavioural therapy framework focused on 
the following: developing coping strategies, in particular developing Sally’s 
affect regulation and mindfulness skills to help her to manage her 
symptoms; dropping unhelpful maintenance strategies by using in vivo 
exposure to behaviours that were previously feared and avoided; planning 
imaginai reliving for the multiple perpetrator rape that Sally suffered. Self- 
reports, progressive behavioural experiments and repeated psychometric 
measures all indicated positive change, although intervention was ongoing. 
The therapeutic work with Sally is critically evaluated and issues of 
difference, diversity and the development of the therapeutic relationship are 
reflected upon.
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Neuropsychological assessment with a man in his early 
twenties presenting with psychotic experiences, 
substance misuse and memory difficulties
Summary of Adult Mental Health Case Report II 
(Neuropsychological Case Report)
Year 1
August 2010
Word count: 249
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SUMMARY
Neuropsychological assessment and formulation with Sam, a man in his 
early twenties, are presented. Sam was referred under the care of an Early 
Intervention in Psychosis Team, because there was a concern that his 
psychotic experiences had resulted in a deterioration of his short-term 
memory. Examination of the medical records, psychometric testing and 
clinical interviews with Sam and other significant individuals were 
completed. A history of alcohol and substance use, commencing in Sam’s 
early teens, was revealed, alongside some emotion regulation and 
interpersonal effectiveness difficulties. Interviews suggested a range of 
factors that were potentially influencing Sam’s forgetfulness, including 
motivation, intoxication and the after-effects of alcohol and drugs.
Results of psychometric testing indicated that most of Sam’s memory 
capacities were within the average range, with the exception of working 
memory, which was within the low average range. There was no significant 
evidence of a memory problem or organic deficits. However, Sam’s 
memory profile exhibited some subtle findings that were consistent with 
neuropsychological profiles of schizophrenia and alcohol use and therefore 
might have implicated the start of memory difficulties. Various 
recommendations were made in relation to Sam’s lifestyle, independent 
living and cognitive functioning. Support to help him abstain from alcohol 
and drugs was particularly emphasised. The assessment process was 
evaluated, with a critical focus on the order of psychometric testing and 
interviewing and the lack of emphasis placed on executive functioning. 
Issues of difference and diversity in relation to Sam, his family and the 
wider care system are reflected upon.
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Integrative therapy with an adolescent girl presenting 
with emotion regulation difficulties associated with 
familial experiences
Summary of Child and Family Case Report
Year 2 
April 2011
Word count: 220
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SUMMARY
Assessment and formulation with Shannon Williams, a young white British 
woman in late adolescence, are described. Shannon was referred for 
psychological intervention to help her make sense of past events and support 
her to manage stress and anxiety. Her presenting problems included 
depression, anger and disruptive behaviour. She had experienced difficulties 
since she was aged 11 years, when she found out that her father was ‘an 
alcoholic’. She viewed him as the cause of difficulties within her family’s 
lives. Formulation and intervention adopted an integrative approach, 
including cognitive behavioural techniques that were used to understand her 
presenting symptoms and help Shannon develop her emotion-regulation 
skills. A narrative approach to case formulation contrasted three stories: the 
problem-saturated story (as heard by therapist), the therapist’s story about 
Shannon and the story developed between therapist and supervisor within 
the supervisory relationship. Narrative work helped Shannon to make sense 
of her past experiences and re-author an alternative story. Intervention also 
aimed to enhance family communication and manage ongoing and emerging 
risk issues. Various methods, including formal outcome measures, 
monitored change and indicated positive progress. The therapeutic work 
with Shannon is critically evaluated and the development of the therapeutic 
relationship is reflected upon. Additionally, issues of difference and 
diversity and the two-way impact between the therapist’s personal narrative 
and the therapeutic process are considered.
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Working with the system: 
Reflections upon the gains and challenges involved 
Summary of Oral presentation of Clinical Activity
Year 3 
October 2011 
Word count: 500
Certain details within this report have been removed or changed in order to 
preserve anonymity and maintain confidentiality. All names used are 
fictitious. Formal consent from all staff involved and the nursing home’s 
Operations Director were obtained. The client involved was assessed to lack 
capacity and formal agreement from her husband was obtained, in 
accordance with university guidelines and the Mental Capacity Act 2005 
(Department for Constitutional Affairs, 2007).
95
SUMMARY
Martha, a woman in her sixties, was referred to the Community Mental 
Health Team for Older People by her General Practitioner (GP) in May 
2011. She was diagnosed with Huntington’s disease in 2002 and was cared 
for in a nursing home. The referral requested psychological assessment and 
advice regarding aggressive behaviour and restlessness. Pharmacological 
intervention had been previously employed, but the behaviours had 
worsened again over time.
The work took place jointly with a Speech and Language Therapist and 
employed the Newcastle Model of Challenging Behaviour (James & 
Stephenson, 2007). Interviews with staff and Martha’s husband, behavioural 
charts, inventories and an observation informed the psychological 
assessment. Case formulation meetings were held with staff in order to 
share the assessment information, develop a formulation and devise 
interventions in collaboration.
Martha presented with behaviours that were putting her and others at risk of 
physical injury. These could be summarised as follows: grabbing people, 
going to places she was not allowed, grabbing objects (especially others’ 
food) and throwing herself on the floor. She was a very sociable person and 
had good relationships with her husband and two of her sons, who visited 
regularly. Her remaining two children lived further away and found it 
emotionally difficult seeing their mother, due to the hereditary nature of 
Huntington’s disease. Martha had good relationships with most staff, but 
was unpopular with other residents. She had difficulty communicating 
verbally due to dysarthria.
Various physiological, emotional and neuropsychological needs were 
identified during the formulation meeting and interventions were devised in
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order to meet further these needs. These included the following: organising 
dentist and optician appointments; giving Martha a weekly foot massage; 
giving her frequent social interaction and validation; waiting ten seconds for 
Martha to respond to a question or instruction; improved signage within the 
home.
The oral presentation of clinical activity summarises the work with Martha. 
It focuses upon the gains and challenges that presented from working within 
the system and working closely with members of Martha’s family, nursing 
and healthcare teams. The work was enriched by involving numerous 
members of the system. By learning from its different members, we could 
serve as a communication channel between them. This enabled more of 
Martha’s life story to be shared, which increased staff’s empathy and 
understanding of her behaviours.
By working with many people and so transparently (particularly using video 
as a means of evaluating myself outside and within supervision), I 
developed competence and confidence in my own skills in working with 
interagency systems. This is vital in the context of the clinical psychology 
profession moving towards providing more consultation and leadership 
(British Psychological Society, 2007).
I also learned more about the nature of challenges presented when working 
with a system. Negotiating power dynamics and promoting collaboration 
challenged me more than I had anticipated and supervision was very helpful 
in providing a space to help me reflect upon my own responses to the work. 
The presentation considers these matters and also reflects upon difference 
and diversity, ethical and organisational issues.
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Consultation with a residential staff team in relation to 
a young woman displaying behaviour 
perceived as challenging
Summary of People with Learning Disabilities
Case Report
Year 3
May 2012
Word count: 244
98
SUMMARY
Cindy Carmen, a woman in her mid-twenties affected by a learning 
disability and Autistic Spectrum Condition, was referred to the Community 
Team for People with Learning Disabilities. This referral was in relation to 
anxiety and behaviours that were constructed by staff at her supported living 
accommodation as antisocial and challenging. The assessment, formulation, 
intervention and evaluation process are described.
The assessment involved collating information from various sources, 
including interviews and medical and social services’ historical records. 
Formulation drew upon a range of theory and research, particularly 
attachment theory (Bowlby, 1988), to help understand Cindy’s current 
difficulties and place them within a historical, socio-political and relational 
context. Intervention was multifaceted and involved various professionals 
due to Safeguarding concerns. My supervisor and I completed ongoing 
consultation work jointly with the staff team at Cindy’s home. This 
consultation adopted a narrative framework that aimed to draw out the 
problem-saturated story, explore how staff constructed Cindy and the 
behaviours they found challenging, and facilitate the co-creation of 
alternative meaning-making and new, more helpful stories (Smyly, 2006).
The work is critically evaluated and my own experiences and ethical 
position are reflected upon, alongside issues of difference and diversity. In 
particular, the tension between modernist and postmodern paradigms is 
discussed. An argument is constructed, regarding why clinicians and 
researchers must strive to evaluate the effectiveness of a postmodern 
narrative social constructionist approach in ways that are coherent with its 
underlying ethos and therefore different from more mainstream, modernist 
approaches.
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RESEARCH DOSSIER
The research dossier begins with a Service Related Research Project (SRRP), 
conducted whilst on placement in an adult mental health setting. Evidence 
demonstrating that the SRRP was fed back to the service is included in the 
appendices.
The dossier then includes the abstract of a qualitative group project, completed 
during the first year of training, followed by the Major Research Project (MRP). 
The MRP is the key constituent of this dossier and was conducted using a 
qualitative approach.
The research dossier ends with a log of research competencies acquired during 
training.
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Non-attendance and cancellations 
at doctors’ outpatient clinics: 
What prevents service users from keeping their 
appointments and how can the service be improved? 
Service Related Research Project
Year 1 
July 2010 
Word count: 3000
I confirm that in accordance with the BPS Code of Ethics and Conduct and 
Professional Practice Guidelines, certain details within this report have been 
removed to preserve anonymity of the service and maintain confidentiality 
of the participants.
101
ABSTRACT
Objectives: The service appeared to be experiencing a high number of 
missed appointments. Service evaluation aimed to obtain information 
regarding non-attendance and cancellation rates of doctors’ outpatient 
clinics over the course of four months, investigate the reasons why service 
users missed appointments and how the service could be improved to 
facilitate attendance.
Design: There were two parts to the study. Firstly, a focus group explored 
service users’ perceptions regarding missed appointments, service 
improvements and issues related to the study’s second part. Secondly, 
questionnaires investigated individual experiences and preferred service 
improvements.
Participants: The focus group consisted of four service users who utilised 
the doctors’ outpatient service. Questionnaires were sent to 183 service 
users who missed appointments during data collection: 43 people 
responded.
Results: Five major themes emerged from the focus group: internal service 
user factors, external service user factors, service provision, accessibility 
and mental health stigma. Analysis of the questionnaires indicated that 
illness and treatment factors accounted for the greatest number of missed 
appointments, particularly fear of what might happen (non-attended 
appointments) and being physically unwell (cancelled appointments). 
Reminders were participants’ overall preferred method service 
improvement.
Conclusions and Implications: The results of the study were discussed in 
relation to previous research. Potential service improvements were
102
suggested: in particular, it was recommended that the service implement a 
texting service to remind service users one day prior to scheduled 
appointments. The practical aspects of service improvement and 
implications for the multidisciplinary team were considered. Limitations of 
the study were discussed.
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Definitions of Keywords: ‘Non-attendance’ refers to appointments missed 
without prior cancellation; ‘cancellation’ refers to appointments cancelled or 
rearranged by (or on behalf of) the service user prior to the appointment. 
The term ‘missed’ will be used to denote both non-attendances and 
cancellations.
INTRODUCTION
Missed appointments are an issue in many healthcare and mental health 
services. Research has found differences between reasons for non- 
attendance versus cancellations (Hull et ai.9 2002) and first versus follow-up 
appointments (Mitchell & Selmes, 2007). Killaspy et a l (2000) conducted 
semi-structured interviews with adult psychiatric outpatients: the most 
common reasons for non-attendance were forgetting about the appointment, 
being too psychiatrically unwell to attend, reported clerical error and being 
unhappy with the referral (first appointments only).
People who miss appointments tend to have more severe mental health 
problems than those who attend; non-attendance increases the likelihood of 
withdrawing from treatment and subsequent admission (Killaspy et a l, 
2000). As well as impacting upon treatment, non-attendance has 
implications for mental health services, contributing to wasted resources 
(Hawker, 2007) and reducing efficiency by disrupting time schedules and 
increasing staff s workload (Sparr et ah, 1993). Understanding the reasons 
behind missed appointments may help to improve care and service 
efficiency.
The team’s missed appointment rates appeared to be high with implications 
for service provision. Other services have implemented interventions, 
including opt-in systems, reminders and orientation meetings in an attempt
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to reduce psychiatric outpatient non-attendance (Hawker, 2007). Prior to 
implementing interventions, the service needed to understand why its users 
missed appointments, so that interventions were appropriate and more likely 
to be successful.
Although missed appointments were a common issue within the 
multidisciplinary team, it was decided initially to focus investigations within 
the medical discipline. This study was important for the psychology service 
and whole team for two main reasons. Firstly, it was the same service users 
seeing doctors and other service professionals. Therefore an individual’s 
non-attendance at medical appointments may predict non-attendance at 
others. Secondly, if service users require psychological input, but do not 
attend medical appointments, assessment and referral to Psychology are 
delayed or even absent.
Studies have used various methodologies to investigate why service users 
miss appointments, including semi-structured interviews conducted in 
person (Killaspy et a l9 2000) or on the telephone (Zailinawati et a l, 2006). 
Participants in this latter study had physical illnesses rather than mental 
health problems. Studies involving mental health service users should take 
particular care in methodological design, so that participants do not feel 
chastised, further distressed or less motivated to attend future appointments 
by being contacted for missing appointments.
AIMS OF THE STUDY
There were two distinct parts to the study. Firstly, a focus group aimed to 
explore a small number of service users’ perceptions of missed 
appointments and generate ideas for improving the service. The group was
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of interest in its own right and informed questionnaire design in the study’s 
second part.
The second part aimed to obtain information regarding missed appointment 
rates of doctors’ outpatient clinics over a 4-month duration, examine the 
reasons why these appointments were missed and how the service could best 
be improved. The overall aim was to make recommendations for the most 
appropriate intervention^ the service could implement in order to facilitate 
attendance. The study did not require ethical approval.
PART 1: THE FOCUS GROUP
Focus groups can be used to explore people’s experiences, opinions, wishes 
and concerns (Barbour & Kitzinger, 1999). A focus group was conducted 
for two reasons. Firstly, participants were treated by and therefore had 
specific knowledge about the service in question, so their views 
complemented the more generic ideas within the literature. Secondly, it was 
thought that response rate in the study’s second part might be low given the 
nature of the study (Neal et a l, 2005).
Method
Participants
Doctors within the team identified 20 suitable service users who utilised the 
outpatient service, spoke English and would feel relatively comfortable in a 
focus group setting. The potential participants were contacted by letter, 
inviting them to attend a focus group (see Appendix A). This emphasised 
that discussions were confidential, participation was voluntary and future
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treatment would not be influenced by whether or not they attended the 
group.
Five service users responded confirming they would attend; one was 
physically unwell on the day. Appointment attendance histories of the four 
participants were unknown.
Focus group schedule
A schedule was constructed in relation to the study’s aims (Krueger & 
Casey, 2000; see Appendix B). It explored reasons for missed appointments 
and generated ideas for improving the service. Additional topics considered 
how service evaluation could increase the likelihood of finding the true 
reasons for missed appointments and increase response rate for postal 
questionnaires.
Procedure
The focus group, held on 26th February 2010, was 1.5 hours in length. 
Formal consent to audio record the group was obtained from participants 
prior to commencement (see Appendix C). The group was facilitated by the 
researcher and minuted by a secretary (see Appendix D).
The schedule was used to guide the focus group; flip chart paper recorded 
ideas generated. Flexibility permitted follow-up questions and responses to 
questions or concerns raised.
Travel expenses were reimbursed. Following the group, participants were 
thanked via letter (see Appendix E).
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Analysis and Results
Themes were drawn from information within the minutes, flipchart paper 
and audio recording. Had the study only conducted a focus group, it would 
have been transcribed and analysed using formal qualitative research 
methods.
Five major themes influencing appointment attendance and requiring 
consideration for service improvement emerged from the data: (a) internal 
service user factors, (b) external service user factors, (c) service provision, 
(d) accessibility, and (e) mental health stigma (see table 1).
Further details regarding the themes, including comments from the group, 
can be found in Appendix F.
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Table!
Summary o f themes that emerged from the focus group
Theme Summary o f  Issues Discussed
Related Service Improvements 
Suggested
Internal 
Service User 
Factors
Motivation
Apathy
Forgetfulness
Being psychiatrically unwell
Deeming psychiatric help as
unnecessary
Fear and anxiety
Reminders (telephone, text, email, , 
letter)
Time appointment letters strategically
Inform carers/healthcare professionals 
o f  appointments (with consent) 
Educate service users about 
importance o f  cancelling 
appointments
External 
Service User 
Factors
Other commitments e.g. work, 
family
Physical illness 
Unforeseen emergencies 
Moving out o f  catchment area 
Financial difficulties 
Death
Offer early morning and evening
appointments
Offer to write to employer
Arrange appointments over telephone
to ensure dates/times are convenient
Service
Provision
Importance o f  doctor-service user 
relationship
Importance o f  maintaining same 
doctor
Specific nature o f  appointments 
unknown
Administration problems 
Comfort o f  treatment centre
Inform service users what to expect 
from appointments
Ensure all appointment letters are sent 
Make treatment centre comfortable 
and non-threatening
Discharge outpatients back to GP care 
after a given number o f  missed 
appointments
Accessibility Limited public transport links to 
treatment centre 
Limited disabled access
Provide transport to centre 
Improve disabled access
Mental
Health
Stigma
Negative public perception o f  
mental health
Social pressure reducing willingness 
to engage with services
Educate local public, enhance 
understanding o f  mental health issues 
Educate schoolchildren -
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PART 2: MISSED APPOINTMENT RATES, 
REASONS AND SUGGESTIONS 
TO IMPROVE THE SERVICE
Method
Participants
Potential participants were all psychiatric outpatients who missed one or 
more medical appointments between 1st January and 30th April 2010. 
Questionnaires were sent to 183 people, including 18 potential participants 
who had since been discharged5.
Measures
A mixed-design questionnaire was constructed, including tick boxes and 
space for participants to add comments6 (see Appendix G). Items 
investigating missed appointments and preferred service improvements were 
informed by the results of the focus group, a review of the mental health 
literature (Berghofer et a l, 2002; Killaspy et a l, 2000; Sparr et a l, 1993), 
physical health literature where appropriate (Hamilton et a l, 2002; Hull et 
a/., 2002) and clinical judgement. Questionnaires were anonymous, coded
5 Seven additional potential participants were not sent questionnaires for the following 
reasons: one potential participant had died, three used pseudonyms and their true identity 
remained confidential to everyone outside those directly involved in their care, three 
anomalies within the data collection record could not be resolved.
6 A search o f  the literature did not yield any questionnaires that could be utilised: previous 
research tended to use semi-structured interviews carried out by a researcher or in-house 
surveys that were not published.
I l l
only by colour of paper, according to whether the appointment was 
cancelled or non-attended.
Procedure
Attendance, cancellation and non-attendance rates for all doctors’ outpatient 
appointments were recorded on a daily basis.
All service users who missed an appointment were contacted by post with 
the questionnaire, a stamped addressed envelope and covering letter (see 
Appendix G). The letter emphasised that the questionnaire was anonymous, 
any potentially-identifying written comments would be confidential and 
completing the questionnaire would not affect future treatment.
Service users were written to once only, regardless of how many 
appointments were missed during data collection. Month of missed 
appointment (clarified by handwriting on the questionnaire) and 
questionnaire colour were determined according to the most recent type of 
missed appointment.
Analysis and Results
Non-attendance and cancellation rates
Overall, 183 service users missed 264 appointments during the four 
months7. Table 2 presents descriptive statistics for attended and missed
7 Seventeen service users non-attended two or more appointments ( ‘serial non-attenders’); 
16 service users cancelled two or more appointments (‘serial cancellers’); 24 service users 
experienced both types o f  missed appointments.
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appointments. There was a trend between total missed appointments and 
grade of doctor: service users were more likely to attend appointments the 
higher grade of doctor they were seeing.
For (a) and 
(b), these 
appointm
ents 
are 
counted 
in 
the 
total appointm
ents 
m
issed, but not in 
the 
individual cancellation 
colum
ns.
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As shown in figure 1, non-attendance rates were fairly consistent across data 
collection. A mean average of 50% of cancelled appointments were 
cancelled with 24 hours or greater prior notice.
25 T---------------------------------------------------------------—-----------------------
January ■ February March
M onth o f  year
April
■ Appointments not 
attended (no prior 
cancellation)
»  Appointments cancelled 
with less than 24 hours 
notice
■ Appointments cancelled 
with 24 hours or more 
notice
Figure 1. Percentage of missed appointments across four months of data 
collection, distinguished between appointments non-attended and 
appointments cancelled with less than or greater than 24 hours prior notice
Services users’ reasons for missed appointments and preferred service 
improvements
Questionnaires were returned by 16 of the 91 service users who non- 
attended appointments (response rate=18%) and 27 of the 92 service users 
who cancelled appointments (response rate=29%). Only three 
questionnaires were marked as ‘first appointment’; therefore first and 
follow-up appointments were analysed collectively.
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Participants’ ticked questionnaire responses and qualitative comments were 
combined into themes. Reasons for missed appointments are presented in 
table 3. Factors related to illness and treatment were endorsed most 
frequently as reasons for missed appointments, particularly fear of what 
might happen (non-attendances) and physical illness (cancellations).
Participants’ preferred service improvements are presented in table 4. 
Reminders were the most preferred service improvement, followed by 
factors related to choice and ease of access.
Appendices H and I contain more detailed versions of tables 3 and 4 
respectively. See Appendix J for examples of questionnaire comments.
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Table 3
Service Users ’ Reasons for Missed Outpatient Clinic Appointments
Non-attenders («=16) C ancellations («=27)
N % N %
ADM INISTRATIVE ERRO R BY
SERVICE USER
Forgot the appointment 3 6 3 6
Mix-up over dates/times 3 6 1 2
Overslept 1 2 1 2
Total 7 14 5 10
ILLNESS /  TREATM ENT
FACTORS
Troubled by (mental health)
symptoms too much 5 10 3 6
Afraid o f  what might happen (e.g. feel
worse, be put on / increase in
medication, hospital admission) 7 14 1 2
Didn't think appointment /  treatment
was necessary 4 8 3 6
Receiving other mental health
treatment 0 0 2 4
Felt better 1 2 0 0
In hospital at time o f  appointment 0 0 3 6
Physically unwell 2 4 7 15
Total 19 39 19 40
O CCUPATIO NAL AND SO CIAL
FACTORS
Family commitments / responsibilities 1 2 4 8 .
Work commitments 3 6 5 10
Other commitments 0 0 1 2
Pressure from other people 1 2 0 0
Illness / death in family 1 2 0 0
Total 6 12 10 21
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ACCESSIBILITY
Unable to get transport to appointment 3 6 0 0
Arrived too late to be seen 1 2 0 0
Financial constraints 1 2 1 2
Bad weather prevented attendance 2 4 4 8
Total 7 14 5 10
SERVICE PROVISIO N
Administrative error by the team 2 4 3 6
Did not receive appointment letter 1 2 2 4
Doctor wants to see me too much 1 2 0 0
Doctor wants to see me too little 1 2 2 4
Not happy that doctor has changed 1 2 1 2
Wanted an immediate appointment 0 0 1 2
Didn't like the way I was treated / 
talked to at last appointment 1 2 0 0
Couldn't get through on telephone to 
cancel 1 2 0 0
Total 8 16 9 19
OTHER
Couldn't cancel appointment for 
another reason (reason not stated) 1 2 0 0
Insufficient money to add credit to 
mobile phone (to cancel appointment) 1 2 0 0
Total 2 4 0 0
Total responses 49 100 48 100
Service users who gave multiple 
answers 11 69 7 26
Note. Total responses are greater than n, because participants were instructed to tick all 
applicable items.
Table 4
Participants’ Preferred Service Improvements to Facilitate Appointment 
Attendance
Non-attenders («=16) C ancellations («=27)
N % N %
REM INDERS
By letter 6 12 4 6
By telephone 2 4 3 5
By text 5 10 14 23
By email 1 2 3 5
Method o f  reminder not specified 2 4 1 2
Inform a chosen person o f  appointments,
so s/he can remind me 2 4 2 3
Total 18 35 27 44
CH O ICE AND EASE OF ACCESS
Offer evening and weekend
appointments 4 8 6 10
Arrange appointments differently 5 10 9 15
Prefer to see doctor elsewhere 2 4 2 3
Prefer to see same doctor for continuity
o f  care 0 0 2 3 .....
Give me more appointments with doctor 0 0 2 3
Give me less appointments with doctor 1 2 0 0
Give me more choice in treatment e.g.
medication changes, discharge 3 6 0 0
Improve transport links and/or access to
centre 2 4 0 0
Reduce waiting times before first
appointment 1 2 0 0
Total 18 35 21 34
119
CO M M UNICATIO N AND
EDUCATION
Give more information about
appointment 3 6 1 2
Improve response when an appointment
is missed (e.g. pre-wam possibility o f
discharge, send less harsh letter) 3 6 1 2
Ask me to contact centre to rearrange, as
opposed to confirm, appointments 1 2 0 0
Have a dedicated telephone line for
cancellation 1 2 3 5
Install an answerphone machine that
takes messages 1 2 0 0
Increase public's understanding about
mental health difficulties to reduce
stigma 2 4 9 15
Total 11 21 14 23
VENUE
Make venue more comfortable 2 4 0 0
Make venue less threatening 3 6 0 0
Total 5 10 0 0
Total responses 52 100 62 100
Participants who gave multiple answers 11 69 15 56
Participants who ticked / provided no
suggestions 1 6 3 11
Note. Total responses are greater than n, because participants were instructed to tick all 
applicable items.
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DISCUSSION
This study adds to the limited existing literature on missed psychiatric 
appointments and extends research by investigating participants’ preferred 
service improvements. The data will serve as a base-rate for future 
comparison, once interventions have been implemented. In order to 
adequately inform service improvement, this study did not attempt to 
replicate the greater body of literature investigating characteristics of service 
users who miss psychiatric appointments (e.g. Neeleman & Mikhail, 1997).
Results indicated that almost a fifth of appointments were non-attended and 
half of appointments cancelled were done so with insufficient notice to be 
offered to others, so an even larger proportion were essentially Tost’. Illness 
and treatment factors accounted for the greatest number of appointments 
missed8, corresponding to previous research suggesting that psychiatric 
symptoms contribute to non-attendance due to active symptomatology, 
negative symptoms and lack of insight (Killaspy et a l, 2000). The most 
frequently endorsed reason for non-attendance was fear of what might 
happen, followed by troubling mental health symptoms. For cancellations, it 
was physical illness, followed by work commitments. Both the focus group 
and questionnaire results emphasised the importance of reminders and 
promoting the public’s understanding of mental health.
Reminders were the most preferred service improvement, even though 
forgetting only accounted for 6% of cancellations. Perhaps this reflects the 
association between mental disorder and decreased cognitive functioning. 
For example, difficulties in remembering appointments, remembering to 
cancel appointments, planning the day, being flexible and coping with
8 Although this category contained the highest number o f  subcategories, the significance o f  
these factors remains with examination o f  the individual data.
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multiple demands may result from reduced attention, executive functioning 
(Herbener & Harrow, 2004) or memory functioning (Spaulding et a l, 1999) 
resulting from mental health problems.
An inherent feature of qualitative research is its subjective nature (Willig, 
2008). Although formal qualitative methods were not employed, the 
researcher’s preconceptions nevertheless influenced the interpretation of 
results. These preconceptions may have arisen from researching the 
literature and the researcher’s own experiences of healthcare services.
It is recommended that the service implement texting. to remind service 
users the day prior to scheduled appointments. If resources also permit, 
arranging appointments over the telephone instead of by letter would also 
likely reduce missed appointments. As mental health symptoms and fear of 
what might happen were major reasons for non-attendance, striving to 
improve symptom management and inform service users of what to expect 
from appointments would be beneficial. Offering to write to employers 
could be helpful given the number of missed appointments due to work 
commitments.
When implementing such changes, it will be important to consider 
practicalities, such as necessary time and resources, and the impact that 
changes have on the service. Confidentiality and the need to maintain 
accurate records of service users’ contact details will require consideration. 
George and Rubin (2003) suggest that the time released by non-attendance 
can be very useful for busy clinicians. Therefore interventions to reduce 
missed appointments need to consider demands placed on staff and their 
ability to respond to a changing service.
Implementing the recommended service improvements may have a 
cumulative effect on other disciplines’ appointments within the team. Even
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if a reminder service is implemented for medical appointments only, 
increasing attendance at these will improve assessment and referral to other 
services, including Psychology. Service users who miss appointments are 
generally more psychiatrically unwell, more socially impaired (Killapsy et 
a l, 2000) and therefore arguably in greatest need of help to engage with 
services. Facilitating outpatient appointment attendance will help to ensure 
necessary referrals to Clinical Psychologists occur, whose role should be to 
work therapeutically with service users, helping them to maintain or 
enhance engagement with services as appropriate (Lister & Gardner, 2006).
There were limitations of the study that future research should aim to 
improve upon. The time of year of data collection may have influenced 
attendance rates (Zailinawati et a l, 2006) and the time factor with which 
Service users could cancel appointments, for example due to January’s 
adverse weather conditions. Few participants placed a star by their preferred 
service improvement, so this instruction could be adapted, perhaps by 
asking participants to number service improvements in order of preference. 
Although the language and anonymity of the questionnaire aimed to reduce 
social desirability, the extent to which participants felt able to assert their 
true opinions cannot be known. The low response rate was a source of 
potential bias. Attempts to increase response rate should consider their 
intrusiveness and potential effects on socially desirable responding.
The researcher intends to present the results of this service evaluation to the 
team on 15th September 2010. Letters will be sent to participants who 
attended the focus group, as requested, outlining how the group facilitated 
service improvement recommendations.
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APPENDICES
Please note all appendices have been appropriately anonymised
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Appendix A
Anonymised copy of the letter and response form sent to 20 
service users, inviting them to attend the focus group
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Our ref:
NHSNo:
5th February 2010 
PRIVATE & CONFIDENTIAL
Dear
I am a Trainee Clinical Psychologist based at the I am holding a focus group
at the and contacting you on the suggestion of your doctor who
thought you may be interested in taking part in the small group discussion.
The group will discuss issues surrounding the reasons why people sometimes miss 
appointments and what we can do as a service to try and help people to attend their 
appointments. This is because un-kept appointments cost a lot to the Health Service & deny 
other clients a chance to be seen more quickly. As we are continually trying to improve our 
services we would appreciate your help and support in doing this work.
The discussions will be confidential and an opportunity for you to inform us of your views.
The focus group is due to be held on: Friday 26th February, a t 2.00pm a t the
.. It will last approximately 1.5 hours. The group will consist of 
several people that use the outpatient service, myself and a secretary who will be taking notes.
Tea, coffee and biscuits will be provided and your travel expenses will be reimbursed.
If you are interested in attending, please complete the attached form and return in the pre-paid 
envelope. I will then telephone those interested to confirm the date and time.
Please note that your participation is entirely voluntary and your future treatment will not be 
influenced by whether or not you wish to attend the group. Please feel free to contact me at the 
above telephone number if you have any further questions. I am available on W ednesday- 
Friday between 9am-5pm. On other days of the week you can always leave a m essage for me 
on the above number and I will return your call as soon as I get back to the office.
Your help will be most appreciated and I look forward to meeting you soon.
Yours sincerely,
Trainee Clinical Psychologist
Enc. Response form
Stamped addressed envelope
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Focus Group Response Form
Please complete by ticking the appropriate box:
Yes, I am interested in attending the focus group. Please 
  telephone me to confirm the date and time.
My name is :_______ ____________ ________
My preferred telephone number is :______________________
— J  No thank you, I do not wish to attend the focus group.
When completed, please return to Rosie Fowling in the enclosed pre-paid 
envelope.
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Appendix B
Schedule used to structure and conduct the focus group, 
including questions and possible prompts
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Focus Group Schedule
Introductions
I. As appropriate, explain confidentiality and endeavour to 
obtain consent for audio recording the group.
II. Brief, introductory talk thanking everyone for coming, 
explaining who I am, why I asked people to attend (explain 
research project) and how we are very interested in hearing 
everyone’s different opinions.
III. Group members one-by-one introduce who they are and 
perhaps what interested them in attending the focus group.
Questions and possible prompts
I. What are the reasons for service users not attending
appointments?
a. Think of a time when perhaps you or someone you know 
missed or cancelled an appointment.
b. Any differences between first vs. follow-up
appointments?
II. What are the reasons for service users cancelling appointments?
a. Think of a time when perhaps you or someone you know 
missed or cancelled an appointment.
b. Any differences between first vs. follow-up
appointments?
III. How could we increase attendance or help service users to attend 
their appointments?
a. Relate possible solutions to the reasons explored in the 
first question. For example:
i. Reminders (when and how would be best to give
such reminders?)
ii. Practical solutions e.g. make it easier to cancel an 
appointment, easier telephone access to the team, 
etc.
iii. Greater symptom management
iv. Greater accessibility to clinics
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v. Reducing perceived barriers to mental health 
treatment
vi. Increasing service users’ motivation to attend 
appointments
b. Compared to how regularly you think you need to be 
seen, are you being seen by the doctor more/less/the right 
amount?
Break (~10 minutes)
IV. How can we make service users feel as comfortable as possible 
in telling us the true reason(s) as to why they missed their 
appointment?
a. How can we emphasise that the project is not about 
blaming individuals for not attending appointments, but 
is in relation to us wanting to improve our services?
b. How can we word our writing positively in a non- 
confrontational way?
V. How can we maximise the response rate in this project?
a. If the initial attempt is unsuccessful, what might people 
think about any further attempts to collect data?
b. How could we make these subsequent attempts? (e.g. 
write, telephone, prompted in waiting room)
Ending questions
I. Out of everything discussed, what is most important to you? If 
you could give some advice to the team manager what would it 
be? (Go round each person in turn.)
II. Is there anything important that we should have discussed but 
have not?
Summary and thank you (plus organise reimbursement of travel expenses)
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Appendix C
Copy of the form used to obtain participants’ formal consent to 
audio record the focus group
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Consent for audio recording the focus group
I (NAME)_______________  .
give my consent for the focus group in which I am participating to be 
recorded onto digital audio. I understand that the information will be used 
for research purposes and in order to improve the service. I
understand that all information is confidential and my name will not be 
attached to anything that I say.
Signature:____________ ________________________________
Date:
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Appendix D
Anonymised copy of the minutes taken by a Team Secretary 
during the focus group
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FOCUS GROUP
Held at the 
On Friday 26th February 2 0 1 0 ,2.00-3.30pm
Present:
Minutes:
Introductions:
Key Topics:
Why people miss or cancel appointments?
I. What are the reasons for service users not attending appointments?
Suggestions:
1. It’s possible that some people are so unwell (psychologically) and are 
therefore forgetful.
2. Afraid o f  going into hospital.
3. Scared o f  what might happen (fear o f  what happens next).
4. Apathy and forgetfulness. It’s not important enough.
5. Unhappy with doctor.
6. Transport issued. Transport links.
7. Venue access.
8. Lack of motivation.
9. Relationship with who they see.
10. Lack of understanding. Why to you need to see me?
11. Pressure o f  work.
12. Family commitments.
13. Stigma
14. Social pressure (negative attitude).
15. Complacency.
16. Other appointments.
17. May be afraid to see doctor as using drugs.
H. What are the reasons for service users cancelling appointments?
Suggestions:
1. Family commitments.
2. Unwell.
3. Unemployment.
4. Unforeseen emergencies.
5. Work pressures.
6. Don’t think they need help. (Building up o f  fear over time). Might make the
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them feel worse.
7. Overpowering fear and therefore no longer wanting to attend appointment.
8. Holidays.
9. Clash with hospital appointments.
10. Emergencies i.e. (change o f  plan) family crisis.
11. M oving house.
12. Death.
13. Personal financés. (Unable to afford transport dr telephone).
14. Priorities.
III. How can w e improve services?
Suggestions:
1. Give service user a gentle nudge by telephoning/mobile, e-mail.
2. Tell carer.
3. Send appointment letter a week before.
4. I f  they have a CPN, let the CPN know, perhaps give them a reminder letter.
5. Check with client that appointment date suits them.
6. Give service user a sense o f  ownership/empowerment, by being in control.
7. Make the venue comfortable. Non-threatening.
8. Some venues i.e. and. difficult to get to without
car also access for disabled not good.
9. Stigma o f  mental health issues. (Public need educating in understanding 
mental health issues).
10. Reminder to services user a day before or close too appointment.
11. Admin staff to phone to confirm appointment.
Other: a) If  service user D N A ’s 2/3 times, they should then be discharged and referred 
back to G.P.
b) Due to confidentiality, do not leave m essage on answerphone or with anyone 
other than service user.
c) Confidentiality -  needs to be clarified.
d) Dr has overall say as to when or how  often, if  the service user deems it 
necessary.
Topic: Questionnaire for services users:
Suggestions:
1. Wording e.g. “How can w e make it possible for you to attend? Is there anything 
w e can do to help?,>
2. Not too wordy.
3. T ickboxes.
4. Non-aggressive.
5. Stamped addressed envelope.
6. Multiple choices.
7. Suggestions o fh o w  w e can improve service.
8. Offer to write to employer.
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9. If working, would an early morning or evening appointment be helpful?
10. Letting them know that if  we know in advance that they are cancelling their 
appointment their slot can be used for another services user.
Other: (a) Mutual respect especially when dealing with young school age children.
(b) How to put across on paper.
(c) Handed out when arrives for appointment, explaining; "we are carrying out 
a survey, would you mind completing whilst you are waiting and put in box 
when leaving?”.
(d) Anonymous. How is that to be done? Maybe cross reference?
(e) Answers that they give are valid and important and are relevant to them as 
service users.
(f) Franking letters instead o f  s.a.e.
Ending Questions:
If you could give some advice to the Team Manager what would it be?
1. Take away stigma o f  mental health and to treat as any other service.
2. Reminders are important:
Contact service users to remind them o f  their appointment by telephoning or 
sending letter 2 or 3 days before.
Phoning the day before.
3. Making service users aware ofthe importance of cancelling their
appointment if  they are unable to attend by telephoning, so that their slot can 
be used by another service user.
4. The services must improve so more resources are required.
Please note
Volunteers would like copy o f  your research if  possible?
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Appendix E
Anonymised copy of the letter thanking participants for attending
the focus group
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Our ref:
21* March 2010 
PRIVATE & CONFIDENTIAL
Dear
I am writing to you to say thank you very much for coming to the focus group that we held on 
the afternoon of Friday 26th February at the . You all had such a
diverse range of ideas and we are very grateful that you were willing to com e and share these  
with the group.
As we discussed, the focus group w as part of som e research I am doing into why people 
som etimes miss appointments and how we can improve the service to try and help people to 
come to their appointments. The focus group w as valuable in a variety of ways: we managed to 
cover a  range of issues in the time that we had, so  it w as very helpful and informative in its own 
right, but it has also informed other parts o fthe  research I am doing.
I will be in contact in due course to let you know more about the results of the research and 
how your Ideas have helped us to improve the service. Thank you very much again for your
Yours sincerely.
T rainee Clinical P sycho log ist
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Appendix F
Additional information regarding the five themes that emerged 
from the focus group, including comments made by participants
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Internal service user factors
Participants described an association between being psychiatrically unwell 
and both motivation and possible forgetting of appointments.
'Psychologically i f  you just think: I  know it’s good for me, but 
I ’m just not motivated enough to be able to get out the front 
door or even get yourself dressed in the morning. ’
Confidentiality issues with regard to reminders were also discussed, for 
example the content of telephone messages and not leaving messages on 
generic answerphones. Telephone reminders the day prior and/or postal 
reminders two or three days prior to the appointment were voted as the most 
important issue discussed in the focus group by two participants.
Fear and anxiety were discussed in depth in relation to the following: what 
appointments entail, what happens as a result of appointments, feeling 
worse as a result of appointments, fear of going into hospital, fear of 
medication, escalation of fear when waiting for an appointment.
'Also the build-up offear, i t ’s going round and round in your 
head and you suddenly think: nah, I ’m not gonna do it. ’
External service user factors
Within external service user factors, participants identified a range of other 
commitments that might prevent service users from keeping their 
appointments, such as work, family, holidays and other appointments.
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7, I, I  think an obvious one is sort o f pr-pressure at work erm 
like because when I  come here obviously because o f the type o f 
job I  do I  have to have the day o ff and it's easy to get that but 
with some sort o f employers you know it might be more 
difficult. ’
Unemployment and financial difficulties were discussed in relation to 
motivation and being unable to afford transport to the appointment or 
telephone to cancel appointments.
Participants expressed that collaborating with service users to arrange 
convenient appointments, for example over the telephone, would enhance 
their sense of ownership and empowerment. It was also suggested that, if 
appropriate, offering to write to service users’ employers could increase the 
likelihood of service users obtaining time off work for appointments.
Service provision
Service provision issues that were discussed included service users being 
unhappy with their doctor or unhappy that their doctor frequently changes.
‘I f  you ’re not completely relaxed or at ease with your doctor 
you’re with, then the person’s more likely to say: to hell with 
that I ’m not going. ’
Accessibility
As well as public transport links and limited disabled access, some 
participants thought that the venue where clinics were held could be 
improved to increase the comfort of the waiting area and make the venue 
less threatening overall.
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7 think erm the venue o f where you have to go for your 
appointment is going to have a bearing on people attending, 
whether or not there’s transport issues, erm, how accessible is 
it, did they get a map with their appointment letter, that sort o f  
stuff '
Mental health stigma
Tackling the stigma of mental health was voted as the most important issue 
discussed in the focus group by two participants. One participant talked 
about the importance of educating schoolchildren about mental illness, so 
that awareness was roused early in life.
fM y advice] would be to take away the stigma o f mental illness.
That’s the most important thing o f all so that everybody is able 
to live in a society where mental illness is not considered the 
pits, basically... But unfortunately [in] society, you are a lost 
cause i f  yo u ’ve had a mental illness in your life: you are the pits, 
you cannot be touched} employment, et cetera, et cetera, et 
cetera and the list is endless. ’
Other issues
In terms of questionnaire design and obtaining the true reasons as to why 
people miss appointments, the importance of considerate language, ease of 
completion (e.g. using tick boxes) and highlighting the relevance of the 
questionnaire to service users were emphasised. The need for more 
resources in order to implement service improvements was emphasised.
145
Appendix G
Anonymised copy of the covering letter and anonymous 
questionnaire (stamped addressed envelope also enclosed), sent 
to potential participants who missed one or more outpatient 
appointments between 1st January and 30th April 2010
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12h May 2010
PRIVATE & CONFIDENTIAL
Dear
I am a Trainee Clinical Psychologist based at the . I am conducting some research
into the reasons why people sometimes miss appointments and what we can do as a service to try and 
help people to attend their appointments.
We would like to make the service better for yourself and others. Therefore I am contacting people who, 
according to our records, either cancelled or did not manage to attend a  recent outpatient appointment 
with their doctor in the . We would greatly appreciate your views of how we could improve the 
service to make it easier for people to come to their appointments.
This is an opportunity to inform us of your views. If you are interested in helping, please complete the 
attached questionnaire and return it in the pre-paid envelope.
The questionnaire Is completely anonymous. Therefore all positive and negative views that you 
convey will not be linked In any way to you or your name. We would appreciate your honesty in 
completing this questionnaire. Furthermore, any additional comments that you make that are at all 
identifying will be kept confidential.
Please note that your participation is entirely voluntary and your care and future treatment will not be 
influenced in any way by whether or not you return the questionnaire (we will not know who has and 
who has not returned the questionnaires, because they are anonymous). As stated before, this exercise 
is primarily to improve our service in whatever way is most appropriate to help people to come to their 
appointments.
Please feel free to contact me at the above telephone number if you have any further questions. I am 
available on Wednesday-Friday between 9am-5pm. On other days of the week you can always leave 
a message for me on the above number and I will return your call as soon as I get back to the office.
Your views are very important to us and your help will be most appreciated.
Yours sincerely,
Trainee Clinical Psychologist
Enc. Anonymous questionnaire
Stamped addressed envelope
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Service Improvement Questionnaire
Please complete by ticking the appropriate boxes and writing any 
additional comments on the lines.
Please tick one of the following boxes:
0  The appointment was my first appointment with a
1 I The appointment was a follow-up appointment
doctor
Reasons
Please tell us the reason(s) for missing/cancelling your recent appointment 
with the doctor. Tick as many boxes as apply.
I ] Forgot the appointment
| | Mix-up over dates/tim es
| | Overslept
[ [ Administrative error by
| [ Did not receive appointment letter
| | Lost appointment letter
| | Unhappy with referral
| | Had wanted an immediate appointment
| | W asn't sure what meeting was about
| | Afraid of what might happen
| | Afraid it would make me feel worse
| | Afraid of being put on/increase in medication
| | Afraid of being admitted to hospital
[ | Didn’t feel the need for the appointment
| | Didn't think appointment w as important
| | Don't think I need treatment
| | Not happy with treatment
| | Doctor wants to se e  me too much
| | Doctor wants to se e  me too little
| | Not happy with my doctor ,
[" | Not happy that my doctor has changed
| | Felt better
| | 'Couldn't be bothered'
□ W as troubled by my (mental health) symptoms too much
I I Physically unwell
I I Family commitments / responsibilities
I I Work commitments
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| | P ressure from other people
| | Unable to ge t transport to appointment
| | Public transport problems
| | Traffic problems
| | Bad w eather prevented attendance
| | Couldn’t find the centre
| [ Arrived too late to be seen
I___I Other, p lease  specify:____________________
| j Other commitments 
[ | Financial constraints
| | W as in hospital a t time of appointment
[ | Illness/death in family
| | Other em ergency
I 1  Couldn’t get through on telephone to
—  cancel
I- ] Couldn’t cancel appointment for another
—  reason (please state reason below)
Please give us more details about your reason(s) ticked and/or give us any additional 
comments:
How can we improve the service?
Pleas© tell us how we could make It easier for you to come to your next 
appointment with the doctor. Please tick the boxes beside the
options you would find helpful and put a star beside your first preference.
1— 1 Give reminders. If you ticked this box, how and when should we give reminders?
[ I By letter | | The day before
I I By telephone [ | Three days before
| | By text | | One week before
| | By email [ j Other, please specify  _____________
2
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| | Arrange appointments by telephone rather than letter, so  we can arrange a  convenient
time
I I Offer evening and weekend appointments
I I Have a  dedicated telephone line for cancellation
I | Improve transport links and/or access  to the centre
F I  Make the venue more comfortable / spacious / less threatening* /* please delete as 
— ' appropriate)
I I Prefer to se e  the doctor not in clinic but at mv hom e / GP suroerv / elsewhere* (please
specify):-------------   — ____________ ;__________ (*please delete as appropriate)
I 1 Inform a  chosen person (e.g. partner, carer) of my appointments - with my consent -  so
1— 1 that they can help me to rem em ber
I 1 Inform my care co-ordinator of appointments so  that they can remind me
I I Give me more information about what the appointment is about and what to expect
1 | R educe waiting times before the first appointment
I I 1-8*me agree (opt-in) to seeing the doctor before receiving my first appointment
I I Give me more say  in my treatm ent e.g. medication changes
I I Give me more / less* appointments with the doctor (* please delete as appropriate)
□ Send a  letter indicating possibility of discharge after non-attendance of an appointmentthat has not been cancelled
Please tell us of any other ideas that you may have or give us any additional comments:
Increase the public’s  understanding about mental health difficulties to reduce stigma
When completed, please return the anonymous questionnaire to 
In the enclosed pre-pald envelope.
3
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Appendix H
Expanded version of table 3 indicating in further detail the 
reasons given for missed outpatient clinic appointments
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Table 5 V
Reasons Given for Missed Outpatient Clinic Appointment
Non-attenders
(«=16) Cancellations (n=27)
AT % N %
ADM INISTRATIVE ERRO R BY
SERVICE USER
Forgot the appointment 3 6 3 6
Mix-up over dates/times 3 6 1 2
Overslept 1 2 1 2
Total 7 14 5 10
ILLNESS /  TR EATM ENT
FACTORS
Troubled by (mental health) symptoms
too much 4 8 3 6
Mental health problems made it
0difficult to leave the house 1 2 0
Afraid o f  being put on / increase in
o 0medication 1 2
Afraid o f  what might happen 1 2 0 0
Afraid appointment would make
1service user feel worse 3 6 2
Afraid o f  being admitted to hospital 2 4 0 0
Didn't feel the need for the
appointment 1 2 1 2
Didn't think appointment was
0 0important 1 2
Didn't think treatment was needed 1 2 0 0
Couldn't 'be bothered' 1 2 2 4
Appointment clashed with therapy
session 0 0 1 2
Being seen by a different mental health
team at time o f  appointment 0 0 1 2
Felt better 1 2 0 0
In hospital at time o f  àppomtment 0 0 2 4
Having an operation 0 0 1 2
Physically unwell 2 4 7 15
Total 19 39 19 40
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O CC U PA TIO N AL AND SO CIAL  
FACTORS
Family commitments /  responsibilities 1 2 4 8
Work commitments 3 6 5: 10
Other commitments 0 0 1 2
Pressure from other people 1 2 0 0
Illness /  death in family 1 2 0 0
Total 6 12 10 21
ACCESSIBILITY
Unable to get transport to appointment 3 6 0 0
Arrived too late to be seen 1 2 0 0
Financial constraints 1 2 1 2
Bad weather prevented attendance 2 4 4 . 8
Total 7 14 5 10
SERVICE PRO VISIO N
Administrative error by the team 2 4 1 2
Did not receive appointment letter 1 2 2 4
Appointment was changed by the team 0 0 2 4
Doctor wants to see me too much 1 2 0 0
Doctor wants to see me too little 1 2 2 4
Not happy that doctor has changed 1 2 1 2
Wanted an immediate appointment 0 0 1 2
Didn't like the way I was treated / 
talked to at last appointment 1 2 0 0
Couldn't get through on telephone to 
cancel 1 2 0 0
Total 8 16 9 19
O THER
Couldn't cancel appointment for 
another reason (reason not stated) 1 2 0 0
Insufficient money to add credit to 
mobile phone (to cancel appointment) 1 2 0 0
Total 2 4 0 0
Total responses 49 100 48 100
Service users who gave multiple 
answers 11 69 7 26
Note. The total number o f  responses is greater than the number o f  participants, because 
participants were instructed to tick all applicable items.
153
Appendix I
Expanded version of table 4 indicating participants’ preferred
service improvements
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Table 6
Participants’ Preferred Service Improvements to Facilitate Appointment 
Attendance
Non-attenders («=16) C ancellations («=27)
N % N %
REM INDERS
By letter One week before 2 4 1 2
Three days before 1 2 1 2
The day before 2 4 0 0
N o time factor 
specified 1 2 2 3
By telephone One week before 0 0 1 2
Three days before 1 2 1 2
The day before 1 2 0 0
N o time factor 
specified 0 0 1 2
By text One week before 0 0 1 2
Three days before 1 2 2 3
The day before 4 8 4 6
On the day 0 0 1 2
N o time factor 
specified 0 0 6 10
By email One week before 0 0 1 2
Three days before 0 0 1 2
The day before 1 2 0 0
No time factor 
specified 0 0 1 2
One week before (method o f  reminder 
not specified) 0 0 1 2
The day before (method o f  reminder not 
specified) 2 4 0 0
Inform a chosen person o f  appointments 
(with my consent), so s/he can remind 
me 0 0 1 2
Inform care co-ordinator o f  appointments 
so that they can remind me 2 4 1 2
Total 18 35 27 44
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CHOICE AND EASE OF ACCESS  
Offer evening and weekend 
appointments
Arrange appointments by telephone 
rather than letter
Arrange next appointment immediately 
after each appointment ,
Prefer to  see doctor at GP surgery 
Prefer to see doctor at home 
Prefer to see doctor nearer to home 
Prefer to see the same doctor for 
continuity o f care
Give me more appointments with the 
doctor
Give me less appointments with the 
doctor
Give me more say in treatment e.g. 
medication changes
Give me a choice in whether or not I am 
discharged after an appointment is 
missed
Improve transport links and/or access to 
the centre
Reduce waiting times before the first 
appointment
Total _______________ _ _______________
CO M M UNICATIO N AND  
EDUCATION
Give more information about the 
appointment
Send a letter indicating possibility o f  
discharge after non-attendance o f  an 
appointment
Improve response when an appointment 
is missed (e.g. send less harsh letters, 
don't treat me as a 'time waster')
Ask me to contact centre to rearrange, as 
opposed to confirm, appointments 
Have a dedicated telephone line for 
cancellation
Install an answerphone machine that 
takes messages
Increase the public's understanding about 
mental health difficulties to reduce 
stigma
Total • ___________
4 8 6 10
5 10 8 13
0 0 1 2
0 0 1 2
1 2 1 2
1 2 0 0
0 0 2 3
0 0 2 3
1 2  0 0
2 4 0 0
1 2  0 0
2 4 0 0
1 2 0 0
18 35____________ 21__________ 34
3 6 1 2
2 4 0 0
1 2  1 2
1 2  0 0
1 2  3 5
1 2  0 0
2 4 9 15
11 21 14 23
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VENUE
Make the venue more comfortable 2 4 0 0
Make the venue less threatening 3 6 0 0
Total 5 10 0 0
Total responses 52 100 62 100
Participants who gave multiple answers 11 69 15 56
Participants who ticked /  provided no
suggestions 1 6 3 11
Note. The total number o f  responses is greater than the number o f  participants, because 
participants were instructed to tick all applicable items.
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Appendix J
Further details and examples of qualitative questionnaire 
comments made by participants
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Participants’ qualitative comments primarily emphasised or explained their 
reason(s) ticked, for example the circumstances around forgetting.
Some participants demonstrated confusion or frustration at appointments 
being changed by the team.
7/ frequently happens that I  make an appt on my days o ff and 
they are changed by the clinic to a time that is difficult for me to 
attend. ’
The current systems were at times praised and at others criticised, for 
example having to confirm appointments by telephone seemed unnecessary 
to some participants. Whilst some participants commended their doctors, 
others appeared frustrated at the training rotation of doctors and resulting 
lack of continuity of care.
‘Continuity o f care and the opportunity to build a therapeutic 
relationship with the doctor, are very important to people with 
mental health difficulties... Each time I  attend, I  feel I  have to 
start all over again with someone new!’
Positive comments were also made, for example:
7 have never missed cin appoint [ment] with [the doctor] before, 
as I  find  he is so helpful to me. ’
‘Have always found your service to be well organised and staff 
very helpful when we've need[ed] extra appointments, etc. ’
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Appendix K
Anonymised copy of the letter from the service thanking 
me for my presentation regarding the study
160
PRIVATE & CONFIDENTIAL
T rainee Clinical Psychologist Fax:
13 O ctober 2010
D ear
Re: SR R P  P re s e n ta tio n
This is just a  short not to thank you for your P resen ta tion  on the  15th S ep tem b er 
2010 titled: “How can  w e Im prove th e  PCMHT to R educe  M issed A ppointm ents?"
T he T eam  enjoyed th e  presen tation  and  your id eas on how  th e  non a tten d an ce  
could b e  im proved m ade  a  lot of s e n s e  to all. I am  particularly im pressed  with 
th e  Service Im provem ent Q uestionnaire b e c a u se  it is thorough and  sim ple to 
use .
On th e  whole, th e  presen tation  w as a  su c c e s s  and  w e can  now  put all your hard 
work to th e  challenge.
With b est w ishes from m yself and the  T eam ,
C hartered  Clinical Psychologist
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ABSTRACT
This study aimed to explore trainee clinical psychologists’ perceptions of 
working with clients. Semi-structured interviews were conducted with five 
female first-year trainee clinical psychologists and transcripts were 
subjected to the qualitative analysis of Interpretative Phenomenological 
Analysis (IPA). Each participant was interviewed by a different researcher, 
using the same semi-structured interview schedule. This schedule included 
questions relating to the therapeutic alliance, clinician factors that may 
impact upon alliance, the learning facilitated by extant clinical and personal 
experiences, and the impact of this learning on clinical practice.
Five superordinate themes were generated from the data: (a) variability of 
experiences; (b) confidence and competence; (c) engagement issues; (d) past 
experiences and personality; (e) learning as an ongoing process. Reflections 
are presented relating to the shared identity of the researchers and 
participants as trainee clinical psychologists, and the potential implications 
of this shared identity on levels of objectivity when interpreting 
participants’ accounts. Limitations associated with the ambiguous nature of 
certain interview questions are acknowledged, and suggestions for future 
research offered. Implications for clinical practice are discussed, including 
the importance of professional development and learning support systems to 
enable clinicians to develop confidence and competence, to manage their 
own emotions, and to promote ongoing learning.
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ABSTRACT
Traumatic and life threatening events can have a profound impact on the 
physical and psychologicaT wellbeing of those who experience them. 
Limited research has been conducted into the impact upon partners of 
people who have experienced trauma and subsequent Posttraumatic Stress 
Disorder (PTSD). This study aimed to explore such experiences.
Six partners of service users awaiting or undergoing treatment for PTSD at a 
specialist Trauma Service were interviewed. The data was analysed using 
Interpretative Phenomenological Analysis (Smith et a l, 2009). One final, 
overarching theme was developed from the data: participants experienced 
trauma and PTSD as an ongoing journey of loss and gain. Their journeys 
were characterised by striving and struggling to make sense of the trauma 
and its ensuing consequences, whilst also grappling with the identities of 
themselves, their partners and relationships shifting over time. Participants 
navigated their journeys in the context of external resources and support 
from friends, family, colleagues and professionals.
The results are discussed in relation to existing literature and limitations of 
the study are highlighted. Further research is recommended to investigate 
and inform how clinical and non-NHS services can provide appropriate and 
culturally-sensitive support to families of people with PTSD.
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INTRODUCTION
Overview
Traumatic and life threatening events can have a profound impact on the 
physical and psychological wellbeing of those who experience them and can 
result in a range of difficulties, including Posttraumatic Stress Disorder 
(PTSD). To date, however, most research has focused on the impact upon 
the individual directly experiencing the trauma and little attention has been 
paid to the impact that the trauma, and traumatised person, can have on the 
wider family system. Specifically, very little research has been conducted 
into the experiences of traumatised individuals’ partners and how they 
experience their partners’ trauma and PTSD.
This introduction will, in the first instance, examine key theoretical concepts 
relating to the impact of stressful life transitions. It will then explore the 
effects of mental health problems on caregivers and families, particularly 
partners, before reviewing the currently small body of research surrounding 
the systemic effects of PTSD specifically. Findings from the review will be 
drawn together, with gaps in the current literature base highlighted, and the 
influence of cultural context will be discussed. The rationale for the study 
and research question will then be outlined together with the methodological 
approach.
Research with partners and carers does not always discriminate between 
them and sometimes uses the terms synonymously. However, partners do 
not always subscribe to the identity of “carer”, even though they may have 
caring-like responsibilities within their relationship (Henderson, 2001). In 
the current study, the word “partner” is used to describe individuals who 
consider themselves to be in a relationship as a spouse, husband, wife, 
boyfriend, girlfriend, fiancé, lover or other.
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For the purposes of this review, relevant search terminology was generated 
and the databases PsychlNFO, PsychARTICLES, Medline and Google 
Scholar were searched between July 2010 and June 20129. A preliminary 
literature search was completed in order to identify a gap in the literature 
and develop an appropriate research question. However, the majority of 
literature was searched following data analysis and therefore guided by the 
analysis. This is in accordance with IP A guidelines (Smith ef a l, 2009). For 
example, literature about carer burden was deemed relevant and searched 
after the theme about adapting to new responsibilities and roles emerged 
from the data. Relevant recent or seminal theories were privileged over 
others. Appendix A gives further information regarding the rationale behind 
the search and selection of literature. For articles that were particularly 
relevant or published some time ago, the databases were searched again to 
check for citations in subsequent articles. A reference list analysis was also 
used to check bibliographies for further relevant articles.
Understanding Stressful Life Transitions
Stressful life transitions tend to result from physical, psychological or 
emotional loss and challenge victims and their families to deal with anxiety, 
vulnerability and uncertainty (Miller et ah, 2010). Stressful events are 
inevitable in the course of life and arguably form part of human growth and 
development (Marcia, 2010). Numerous theories have attempted to explain
9 Using AND/OR Boolean operators, the following terms were searched in various 
combinations: trauma*, Posttraumatic Stress Disorder, posttrauma*, mental health, physical 
health, depression, anxiety, psychot*, psychosis, schizophrenia, dementia, Alzheimer’s 
Disease, eating disorder*, transition*, relationship*, couple*, partner*, spouse*, family, 
families, experience*, effect*, impact*, systemic, caregiving career, burden, social support, 
stress, cultur*, cross-cultural, UK, USA.
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transition processes. This review will focus on work by some of the most 
prominent theorists, such as Erikson (1959, 1980), Parkes (1971, 2006) and 
Marcia (2010), due to their psychological underpinnings and relevance (e.g. 
acknowledgment of both positive and negative effects o f stressful life 
transitions and consideration of identity10).
In order to understand the meaning of stressful transitions, it is important to 
understand their context of overall lifespan development (Marcia, 2010). 
Erikson’s (1959, 1980) stages of psychosocial development outline a course 
of expectable life cycle development, consisting of eight developmental 
periods from birth to old age. Each stage is characterised by a psychosocial 
crisis (e.g. identity vs. identity diffusion; intimacy vs. isolation). As a person 
grows older, he or she transitions (moves forwards or backwards) or can 
become stuck at a particular developmental stage. The model suggests that 
transitions occur in a linear process, whereby an individual can only resolve 
a developmental stage if all preceding stages are resolved. Erikson’s model 
acknowledges the importance of the socio-cultural context of development, 
but neglects some of the interpersonal factors between the person and 
surrounding others in transitioning through psychosocial development.
Erikson’s (1959) work has been criticised by those such as Parkes (1971), 
who notes the negative connotations associated with the term “psycho-social 
crisis”, arguing that what might be perceived as a crisis for one person may 
be an opportunity for another. Parkes suggests that transition processes 
affect our set of assumptions about the world (our “assumptive world”),
10 The field o f  transitions has been theorised and researched within various professions, 
including psychology, psychiatry and nursing. Understandably, psychological processes are 
less emphasised within fields outside o f  psychology. For example, in the nursing literature, 
Kaiser et al. (2009) have developed a model outlining the health effects o f  transitions for 
women and children, which describes a range o f  factors, but does not explain internal, 
psychological factors in detail.
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including everything we know or think we know, interpretations of the past 
and expectations of the future. For example, if a person is diagnosed with an 
illness, his or her assumptions about the future, the self as capable and the 
world as secure may be called into question. This threat to one’s 
assumptions during a transition is similar to the effects of trauma suggested 
by Janoff-Bulman (1992) in her Shattered Assumptions Model. This model 
stipulates that trauma shatters fundamental assumptions about the self, 
others and the world. According to Parkes, to make a satisfactory 
adjustment to one’s assumptive world being challenged, the person must 
surrender their views and acquire another, more realistic set of assumptions.
In more recent years, Parkes has examined how his psycho-social transitions 
theory (Parkes, 1971) interlinks with attachment theory (Bowlby, 1988). He 
suggests that different patterns of infant attachment give rise to different 
assumptive worlds, which in turn affect how an individual copes with 
trauma, grief and living in a world when it has lost its meaning (Parkes, 
2006). His transitions theory has also informed a model of posttraumatic 
growth, which describes how positive change, beyond pre-trauma levels of 
adaptation, can result from highly challenging life events (Tedeschi & 
Calhoun, 2004).
In the same manner, Marcia (2010) has developed a model that illustrates 
how identity evolves through cycles of identity formation, maintenance and 
reconstruction, beginning in adolescence and continuing until late 
adulthood. The exploration and reformulation of a new identity is expected 
to occur at various psychosocial stages and also unexpectedly occur when 
confronted with events that challenge one’s identity. Depending on the 
meaning an individual assigns to an event, loss, illness and trauma could be 
defined as unexpected events that bring identity into disequilibrium. 
Following a challenge to one’s identity, the individual must explore 
alternative beliefs, values and goals and commit to a selected set of
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alternatives in order to integrate successfully a new identity. This new 
identity is normally similar to the preceding one, but broader and based on 
greater experiences.
Unlike Erikson’s (1959, 1980) model, Marcia’s (2010) model is not linear: 
the resolution of preceding stages is not a prerequisite for subsequent stages 
and stages can be resolved precociously. Problems or “psychological stasis” 
can occur when an individual is too anxious or fearful to undergo change 
(termed foreclosure), such that disconfirming evidence might be ignored 
and the existing identity maintained. Marcia argues that all change involves 
loss (e.g. of a previous position or particular view of oneself and the world), 
that loss is painful and therefore suffering is inevitable as one transitions 
and adapts through life stages. Similarly, Parkes (1971, 2006) suggests that 
grief can occur when old models of the self and world are surrendered in 
order to make way for new ones.
Expected and unexpected transitions are, therefore, an inevitable part of life 
that can threaten one’s sense of identity and compel individuals to re­
evaluate their assumptive world and reconstruct their identity. As transitions 
occur in a socio-cultural, interpersonal context (Marcia, 2010), there is an 
implication that it is not only the individual that experiences the transition, 
but the surrounding context that influences, and is influenced by, the 
experience. Parkes (1971) nods to how familial conflict can arise from the 
reluctance of an individual to accept necessary changes to their assumptive 
world and Marcia (2010) comments on interpersonal interdependency with 
others, as an individual moves though the life cycle. However, their theories 
predominantly focus on the individual and do not account for systemic 
issues in detail, for example, how the assumptions and identities of others 
may interact with, and be influenced by, an individual’s own life transition.
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The Systemic Impact of Mental Health Problems on Families
The following sections will describe research investigating the interpersonal 
and systemic impact of mental health problems on partners and families. 
There has been much research into the systemic impact of physical health 
problems, such as stroke (e.g. Green & King, 2007), myocardial infarction 
(e.g. Thompson et a i, 1995), brain injury (e.g. Burridge et a l, 2007) and 
cancer (e.g. Sheridan et al., 2010), some of which has found that partners 
can experience greater distress (e.g. anxiety and depression) than the 
sufferer (e.g. Moser & Dracup, 2004). A review of these physical health 
studies is outside the remit of this study (the interested reader can refer to 
Martire e/a/., 2010).
Compared to studies investigating the impact of physical ill-health on 
partners, considerably less attention has been paid to partners of people with 
mental ill-health. Limited research has explored the impact on families and 
relationships of depression (e.g. Whisman & Uebelacker, 2009), anxiety 
(e.g. Zaider et a l, 2010) and eating disorders (e.g. Kyriacou-ef t i r / . ,  2008). 
To date, most research in the area of mental health concerns families of 
people with dementia and psychosis, which will be discussed further below. 
Still, much of the research focuses on the impact on family caregivers as 
opposed to partners per sé and this will be reflected in the review.
Dementia
Extensive research has investigated the impact of caring for someone 
suffering from dementia. Carers frequently experience burden and distress. 
Carer burden can be defined as the emotional, psychological, physical and 
economic impact of caring, with “subjective” meaning how someone 
perceives this burden (Awad & Voruganti, 2008). Donaldson ef a/. (1998)
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found that depression and behavioural disturbances in people with 
Alzheimer’s Disease were significant predictors of carer’s subjective 
burden, and depression and cognitive impairment were significant predictors 
of carer distress. The various caregiver and recipient relationships were not 
specified by the authors, but included partners.
Furthermore, various theories have been proposed to account for changes in 
caregiver stress. Pearlin et a l (1990) developed a stress model of caregiving 
for parents and partners with Alzheimer’s Disease. This model provides a 
conceptual framework consisting of four domains that make up the stress 
process: background and context of stress (including characteristics of the 
caregiver and relationship between caregiver and recipient), stressors, 
mediators of stress and outcomes or manifestations of stress. Caregiver 
stress can arise from the demands of caregiving tasks and responsibilities 
(primary stressors) and their effects on other aspects of life, such as the 
pressures of surrendering or maintaining one’s occupation, and intrapsychic 
strains, such as loss of self-esteem or depression (secondary stressors).
In subsequent research, Pearlin and Aneshensel (1994) conducted a 
longitudinal study interviewing 555 people caring for a partner or parent 
with Alzheimer’s Disease. Interviews took place annually and continued 
even if relatives were placed at a residential home or died. By tracking 
caregivers across time, the concept of an “unexpected caregiving career” 
emerged, characterised by major transitions across time and from one role to 
another. Transformation within the relationship between caregiver and 
recipient occurred and caregivers experienced loss (preceding and following 
relatives’ deaths) and changes in their self-image. Alongside the detrimental 
impact to carers’ wellbeing, some participants also felt personally enriched 
as a result of their experiences. Although caring for someone with dementia 
is very different from experiencing a trauma, this is reminiscent of the
176
positive consequences associated with posttraumatic growth (Tedeschi & 
Calhoun, 2004).
Pearlin and colleagues’ stress model (Pearlin et a l, 1990) has guided much 
of the research examining outcomes in dementia caregiving and has also 
informed Caregiver Identity Theory (Montgomery et a l, 2007). The 
underlying premise of this theory is that caring for a person with dementia is 
a series of transitions: a dynamic process whereby changes occur in care 
activities and the relationship between caregiver and recipient. When 
caregivers engage in care tasks that are inconsistent with their views of self 
and expectations associated with their previous familial role, they 
experience distress and their identity starts to change. Thus, caregivers hot 
only change their behaviour in order to care for a person, but change how 
they perceive their role in relation to that person.
Caregiver Identity Theory (Montgomery et a l, 2007) has been developed in 
relation to caring for dementia and its applicability to caregivers of other 
populations is as yet unknown. The theory does not explicitly acknowledge 
the work of Parkes (1971) (as previously described), but is linked with his 
theory of transitions and places it within a dementia caregiving context (i.e. 
the dementia caregiving role challenges one’s assumptive world, resulting in 
distress and change). Caregiver Identity Theory acknowledges ethnic and 
cultural differences in caregiving experiences (e.g. how religious beliefs can 
influence caregiver appraisals and outcomes) and can be helpful for 
clinicians and researchers to understand how caregiving might engender 
changes in the internal world of the caregiver. However, the theory assumes 
that those caring for a family member with dementia will at some point 
assume a “caregiver” identity, but this may not necessarily be the case and it 
would not be extraordinary to consider a person who adapts to the situation 
whilst continuing to see themselves as a partner only. Furthermore, although 
changes in the relationship are proposed as a core part of the caregiving
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change process, the theory focuses on how practical caregiving tasks (e.g. 
shopping, paying bills) are introduced into the relationship, but does not 
effectively explain how the emotional and interpersonal dynamics can alter 
or how this might impact upon each person’s internal world.
From a qualitative perspective, research into dementia caregiving has 
gleaned further information regarding such changes in the caregiver- 
recipient relationship. In the USA, Adams (2006) conducted interviews with 
partners and adult daughters of people with early dementia and mild 
cognitive impairment. The findings indicated that it was not assisting with 
activities of daily living that drew partners into the caregiving role, but the 
need to offer extensive support, guidance and supervision. Many 
participants reported experiencing relational deprivation and grief, alongside 
increased protectiveness and tenderness toward their family member. 
Several partners reported that their spouse needed increased emotional 
attention, for example in terms of verbal and physical affection. Whilst 
some participants regretted the lack of sexual intimacy characterising their 
current relationship, others thought that a sexual relationship with a partner 
who required help was no longer appealing. Several participants also felt 
they had lost companionship and someone to confide in. Therefore, 
although affection and physical intimacy continued to some degree, there 
was a general sense that partners were losing or had lost important elements 
of their relationships.
Research on families and caregiving in the dementia literature is helpful to 
illuminate how partners can be affected by dementia. Whilst there may be 
some similarities between caring for someone with dementia and caring for 
someone with other mental health problems, there are also likely to be 
differences. For example, the progressive nature of dementia removes the 
possibility of recovery, and cognitive, functional and behavioural 
impairments can result in personality modifications (Talassi et a l, 2007).
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Such features might make it difficult to generalise from this research base to 
the caregiving experience of families of people with PTSD.
Psychosis
Research indicates that significant burden is also placed on families of 
people with psychosis. Burden positively correlates with severity of 
psychotic symptoms and the care recipient’s own rating of distress; it 
negatively correlates with the care recipient’s health and social functioning 
(Hjarthag et a l, 2010). Angermeyer et al. (2006) found that partners of 
people with schizophrenia, depression and anxiety disorders in Germany 
had lower quality of life in the domains of psychological wellbeing and 
social relationships, compared to the general population. For a more detailed 
review of caregiver burden in schizophrenia, see Awad and Voruganti 
(2008).
Baronet (2003) examined the impact of relationship difficulties between 
caregiver and recipient on carers’ subjective burden and satisfaction 
received from caregiving activities. Partners and parents of people with 
schizophrenia and bipolar disorder participated in the study. Using 
quantitative measures, Baronet found that relationship difficulties were 
associated with both low satisfaction and high subjective burden in carers. 
The author suggested that the quality of the caregiver-recipient relationship 
affected caregivers’ appraisals of the caring situation, beyond the effects of 
the illness and caring activities.
This link between the caregiver-recipient relationship and caregiver 
appraisals has been further extended by Kuipers et al. (2010), who have 
developed an empirical model based on the expressed emotion literature. 
The model describes three main relationship types (positive, overinvolved
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and critical/hostile), which evolve from the initial relationship pre­
psychosis. This evolution is influenced by carers’ appraisals and reactions 
toward the situation and unwell relative.
Research has also investigated the coping styles of relatives of people with 
psychosis. For example, Fortune et a l (2005) found that seeking emotional 
support, using religion and spirituality, active coping, acceptance and 
positive reframing were associated with less distress in relatives of people 
with schizophrenia, whereas self-blame was associated with higher distress. 
Similarly, but in a qualitative study, Huang et a l (2008) interviewed family 
caregivers in Taiwan and found that the most commonly used coping 
mechanisms were psychological coping strategies (cognitive, behavioural 
and emotional) and social coping strategies (religious, social and 
professional support).
To summarise, quantitative and qualitative research in mental health 
indicates that living with an individual experiencing mental health problems 
is likely to impact family members practically, socially and emotionally. 
Caregiving trajectories are underpinned by individual differences related to 
a range of factors, including caregiver appraisals, coping styles and 
relationship quality. People living or caring for someone with a mental 
health problem can experience distress and high levels of subjective burden. 
It is important to acknowledge the limitations of such research and possible 
confounding factors too. For example, in parent-child caring relationships, 
shared genetic traits could contribute to symptoms and compound burden by 
depleting one’s physical and mental resources to care (Kyriacou et a l,
2008). Also, measures of caregiver burden may be insufficient for tapping 
into the psychosocial tasks of caring (Adams, 2006). The term “caregiver 
burden” has negative connotations and largely discounts the possibility that 
a satisfying partnership might still be possible (Jungbauer et a l, 2004) or 
that caregiving might have positive outcomes. Measures assessing
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experiences of caregiving might be more relevant to carers’ psychological 
wellbeing compared to measures of burden (Martens & Addington, 2001).
The Systemic Impact of Trauma and PTSD on Families
As described above, mental health difficulties can undoubtedly impact upon 
families. Likewise, the little research conducted with families and partners 
of people with PTSD to date suggests they are affected too. Much of the 
research which has explored the impact of PTSD on partners has used 
military samples. The following sections will describe the development of 
PTSD, review research on the systemic effects of trauma, particularly the 
impact on partners and relationships, and outline a model proposed by 
Nelson Goff and Smith (2005) about how couples adapt to traumatic stress. 
As the current study is concerned with partners and relationships in 
adulthood, research regarding childhood abuse and developmental trauma is 
outside the remit of this study. The interested reader can refer to a review of 
interpersonal and family functioning of childhood sexual abuse survivors by 
Rumstein-McKean and Hunsley (2001).
Riskandprotective factors: Development o f PTSD
Evidently, not everyone develops PTSD following a traumatic event. Whilst 
the lifetime prevalence of exposure to traumatic events is estimated to be as 
high as 90% (Breslau, 2002), lifetime prevalence of PTSD is much lower at 
approximately 8% in the USA (American Psychiatric Association, 2000). 
The cognitive model of PTSD, developed by Ehlers and Clark (2000), 
suggests mechanisms by which an individual can develop PTSD in the 
context of pre, peri and posttraumatic factors and provides a framework for 
treatment.
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Two thorough meta-analyses have investigated risk factors for PTSD 
(Brewin ef-a/.y 2000; Ozer et a l,  2003). Both meta-analyses found that 
factors operating during or after the trauma were stronger predictors of 
PTSD than pre-trauma factors. In the meta-analysis by Brewin et a i (2000), 
the strongest predictors were trauma severity, lack of social support and 
greater subsequent life stress. In the meta-analysis by Ozer et a l (2003), the 
strongest predictors were peritraumatic dissociation, peritraumatic emotions, 
perceived life threat and perceived support. These meta-analyses have 
assisted clinicians’ and researchers’ understanding about the development of 
PTSD. However, relationship status was not analysed in either meta­
analysis, nor was social support within the context of an intimate 
relationship.
Laffaye et a l  (2008) investigated different sources of perceived social 
support in veterans with PTSD. Results indicated that partners and veteran 
peers were perceived as significantly greater interpersonal resources than 
relatives and nonveteran friends. However, partners were also the greatest 
source of interpersonal stress compared to other groups. Therefore, whilst 
research indicates perceived social support is a significant protective factor 
for both veterans and civilians in the development of PTSD, the relationship 
with intimate social support is clearly complex. There has been limited 
research investigating the impact on those who provide such support.
Impact upon partners: Vicarious and secondary traumatisation
The term “vicarious traumatisation” is used in the literature to describe the 
process, whereby an individual who has not been directly exposed to a 
trauma develops PTSD symptoms after learning about an event through, 
someone who did experience it. The term “secondary traumatisation” refers
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more broadly to any transmission of distress from a traumatised individual 
to another (Galovski & Lyons, 2004).
Research indicates that wives of war veterans diagnosed with PTSD suffer 
from significantly higher levels of burden and distress than controls (Arzi et 
al., 2000). A literature review of combat trauma by Galovski and Lyons 
(2004) indicated that PTSD not only affects the psychological adjustment of 
veterans’ family members, but also their familial relationships. In particular, 
increased arousal and numbing symptoms were especially predictive of 
family distress, and anger was associated with troubled family relationships. 
The authors discuss various speculations that might explain the process of 
secondary traumatisation, but state that the only consistent, empirically- 
tested finding is that combat-related PTSD predicts family distress, as 
opposed to combat per se.
Studies of police officers and their partners have also found similar patterns 
of PTSD symptomatology and wellbeing. Characteristics of officers’ 
psychological adjustment to trauma, particularly avoidance-numbing 
symptoms, significantly predicted poorer psychological wellbeing in their 
partners (Davidson et a l, 2006). Out of a total of 103 couples in this study, 
102 of the police officers were male and 102 partners were female: a gender 
imbalance similar to research with veterans.
Recent research with veterans and partners questions the concept of 
secondary traumatisation. In a study by Renshaw et al. (2011), veterans and 
their wives completed a self-report measure of PTSD and wives answered 
questions about their attributions of their own symptoms. Fewer than 20% 
of wives who endorsed symptoms on the PTSD measure attributed these 
symptoms completely to their husbands’ military experiences. This suggests 
that for the majority of wives, psychological distress was not wholly 
consistent with the concept of secondary traumatisation.
183
Impact upon relationship functioning
So far, limited research has focused specifically on how trauma affects the 
functioning of relationships. Nelson Goff et a l (2007) conducted a 
quantitative study with male soldiers, who had recently returned from 
military deployment, and their female partners. Results indicated that 
soldiers’ PTSD symptoms (measured by self-report, non-diagnostic 
questionnaires), particularly sleep problems, dissociation and sexual 
problems, significantly predicted lower relationship satisfaction for both 
soldiers and their partners. The authors suggested that high levels of PTSD 
symptoms may make it difficult for soldiers to be emotionally available to 
their partners, thus decreasing levels of relationship satisfaction. Similarly, 
poorer marital adjustment, communication and reduced intimacy have been 
found in couples where husbands were ex-prisoners of war and suffering 
from PTSD in Israel (Dekel et a l, 2008) and America (Cook et a l, 2004).
In researching veterans’ relationships, it is difficult to disentangle the effects 
of PTSD with the effects of deployment. Research indicates that veterans 
suffering from PTSD have significantly higher insecure romantic 
attachment compared to those without PTSD (Ghafoori et a l, 2008). Some 
studies indicate that the attachment bond and relationship functioning 
between veterans and partners are impacted more broadly by the stress of 
deployment, re-deployment and separation, as opposed to PTSD per se 
(Jordan, 2011), although there is a relationship between recent deployment 
and PTSD in male soldiers (Allen et a l, 2010). Thus, a complex picture 
emerges from the research, whereby it seems to be the PTSD that results in 
secondary traumatisation in partners (Galovski & Lyons, 2004), whilst the 
relationship is affected by wider contextual factors (Jordan, 2011), as well 
as the PTSD (Nelson Goff et a l, 2007).
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Quantitative studies have tended to use measures of relationship satisfaction 
and functioning, such as the Dyadic Adjustment Scale (Spanier, 1976): a 32- 
item variable-Likert measure. Qualitative studies have attended more to the 
complexities of relational patterns. For example, Lyons (2001) explored the 
experiences of female cohabiting partners of Vietnam veterans with PTSD 
and found that their relationship was characterised by phases of adjustment, 
enmeshment (whereby all energy is directed at minimising the effects of 
PTSD on self and family) and subsequent resolution and healing.
Nelson Goff et a l (2006) conducted a qualitative study with couples in 
America exposed to heterogeneous trauma. They found that a history of 
trauma in one or both partners had positive and negative effects on 
interactional patterns in the relationship, including increased and decreased 
cohesion, communication and understanding, and increased sexual intimacy 
problems. The authors emphasise the detrimental systemic impact of trauma 
and suggest that such consequences should be recognised by services. 
However, the simultaneous beneficial and detrimental impact, indicated in 
the results, illuminates greater complexity underpinning the impact of 
trauma on relationships and perhaps explains why couples can stay together, 
despite difficulties arising from trauma: because there can be positive 
consequences too. The study used a broad definition of trauma in recruiting 
through a university-based counselling centre, which could be viewed as a 
methodological strength (by not limiting the definition to diagnostic criteria 
specified in the Diagnostic and Statistical Manual of mental disorders, 
fourth edition) (American Psychiatric Association, 2000), but it did not 
assess actual PTSD symptoms in participants.
Henry et al: (2011) conducted a mixed-methodology study with couples 
interviewed separately, whereby at least one partner reported exposure to 
past trauma (although again did not necessarily have PTSD). The findings
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suggested a range of mechanisms affecting relationship functioning, with 
fewer positive consequences compared to the study by Nelson Goff et ah 
(2006). Themes relating to participants’ relationships were boundaries, 
intimacy and triggers, including being drawn close and growing more 
distant, low sexual desire (due to feeling uncomfortable or preoccupied with 
the trauma) and trauma memories influencing beliefs about one’s partner.
How do couples adapt to these changes in the relationship?
Some of the research reviewed has suggested tentative implications 
regarding how couples adapt to PTSD. Shehan (1987) developed a 
conceptual model of the role of PTSD, marital communication and partner 
support in Vietnam veterans. More recently and applicable to a broader 
population, Nelson Goff and Smith (2005) have proposed the Couple 
Adaptation to Traumatic Stress (CATS) model. This model will be 
explained further.
The CATS model (Nelson Goff & Smith, 2005) describes the interpersonal 
patterns and secondary trauma symptoms that may be characteristic of 
trauma couples. The model considers predisposing factors, resources and 
level of functioning for each individual and suggests how these systemically 
interact with one another and overall couple functioning. Within couple 
functioning, various features are accounted for, including adult attachment, 
nurturance, power, intimacy, communication, conflict and roles in the 
couple system. The model is circular, suggesting that symptoms of 
secondary trauma in one partner may actually intensify symptoms in the 
other. Various mechanisms for secondary traumatisation or “systemic 
traumatic stress” are allowed in the model. Some of these processes, such as 
attachment and empathy, may also produce positive coping and promote
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healing in both partners. Further research testing these proposed systemic 
processes is necessary.
The CATS model is a clear and concise way of conceptualising the possible 
systemic effects of trauma in couples, but does have some limitations. It is 
based on a wide range of empirical research with veteran and civilian 
samples and the authors argue that the model may apply equally to various 
traumatic events. However, this assumption is not empirically-tested and 
contradicts previous research indicating that findings from veteran samples 
cannot necessarily be generalised to civilian samples (Brewin et a l, 2000). 
Also, the model does not distinguish between historical trauma and 
unexpected trauma occurring within the context of intimate relationships, 
which may entail different experiences and processes.
Limitations in the current literature base
The majority of PTSD research is conducted with male samples 
(particularly war veterans, but studies investigating prisoners of war and 
emergency service workers have also tended to use male samples). Research 
on partners, especially male partners and partners in homosexual 
relationships, is limited. Posttraumatic Stress Disorder affects significantly 
more women than men (Olff et a l, 2007), so there may well be a substantial 
proportion of tin-researched male partners (assuming the majority of people 
in relationships are in heterosexual relationships).
Research that has investigated systemic effects of trauma has tended to use 
quantitative methods, focus on specific traumas and populations (namely 
combat-related trauma and military personnel participants) and explore 
secondary trauma symptoms in partners. Psychometric investigations used 
in quantitative research, whilst a useful research tool, arguably do not tap
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into the complexity and subtlety of how people make sense of their 
experiences (Eatough & Smith, 2006). Further research is required into how 
psychological distress arises in partners, although the CATS model (Nelson 
Goff & Smith, 2005) goes some way in proposing possible mechanisms by 
which this might occur.
Furthermore, no research to date has investigated the impact of trauma and 
PTSD on partners when the traumatic event has occurred specifically during 
their relationship. This is potentially a significant issue, as such trauma may 
signify a transition process that brings change to the relationship (Parkes, 
1971). Arguably, exposure to prior trauma may influence one’s relationship 
choices, whereas relationships formed pre-trauma would not be subjected to 
such influences.
Additionally, research investigating the systemic effects o f  trauma tends to 
have been conducted in the USA and recruited participants from veteran 
services or community sources. Clinical samples have received much less 
attention. The criteria for these services and the population with whom they 
work may well be quite different from those of the UK’s National Health 
Service (NHS). Therefore, there may be significant differences between 
USA research findings and the way trauma affects families of mental health 
service users in the UK.
Influence of the Cultural Context on Research
Qualitative research recognises that knowledge and experience of the world 
does not consist of an external reality, but is profoundly shaped by 
subjective and cultural perspectives (Yardley, 1997). Understanding an 
individual’s socio-cultural milieu (e.g. social structures, cultural values and 
identity) is important for recognising stress symptomatology (Miller, 2010).
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Therefore, as researchers, we must be cautious not to assume cultural 
generalisability of research findings. The influence of culture has been 
referenced intermittently within the studies reviewed so far. The following 
section will briefly review research about cultural differences in caregiving, 
psychological distress and social support in an endeavour to demonstrate the 
significance of cultural context and therefore why further research in the UK 
is warranted.
Different ethnic, racial and cultural groups appear to have different norms 
and social rules in terms of who adopts dementia caregiving responsibilities, 
coping mechanisms (e.g. prayer and religion are more commonly employed 
in non-white groups compared to white groups) and levels of caregiver 
burden (Connell & Gibson, 1997). White Americans are significantly more 
likely than African Americans to feel burdened and hold rejecting attitudes 
towards a relative with schizophrenia, suggesting that cultural factors play 
an influential role in both subjective burden and appraisals (Rosenfarb et a l, 
2006). Longer delays in seeking treatment, greater burden and more 
negative conceptions of mental illness have also been found in Chinese 
Canadians compared to Euro-Canadians, suggesting that stigma affects 
cultures differently (Ryder et a l, 2000).
Given that lack of social support is a risk factor for PTSD (Brewin et a l , 
2000), differences in how cultural groups mobilise and experience social 
support are also potentially influential in how partners experience trauma 
and PTSD. Wang et a l (2010) found differences in frequency of use and 
perceived helpfulness of discretionary support (e.g. from partners) and 
kinship support (e.g. from parents and siblings) between European 
Americans and Asian Americans. In comparing collectivist and 
individualistic cultures, Goodwin and Plaza (2000) found that Spanish 
students were more collectivist than British students ; Collectivism predicted 
perceived support following events, which in turn positively correlated with
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self-esteem and life satisfaction. Of course, the UK consists of a diverse 
population and so culturally-sensitive research needs to investigate the 
experiences of various subcultures within the UK.
National Health Guidelines
Greater understanding of the impact of trauma on partners could have 
important implications for clinical services. The National Institute for 
Health and Clinical Excellence (NICE) guidelines for PTSD (NICE, 2005) 
describe good practice points in relation to family members and carers (e.g. 
assess impact of trauma on family members, provide appropriate support 
and psychoeducation). However, these recommendations are not gold- 
standard and specialist Trauma Services in the UK tend to work directly 
with individuals only. This is in contrast to psychosis services, where family 
work is a core part of intervention, as recommended by the NICE guidelines 
for schizophrenia (NICE, 2009). Further research is required to inform the 
development of mental health services in line with clinical need and also 
inform the development of future health and policy guidelines.
Theoretical Rationale
Research into the systemic effects of trauma is limited and has tended to be 
quantitative in nature. Much of the research has been conducted in the USA, 
where services and the experiences and needs of service users and their 
families may be different from those in the UK. To date, no study has 
investigated the perceived effects of trauma and PTSD on partners when the 
traumatic event has occurred in the context of their relationship. The present 
study sought to address these gaps in the literature.
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Research Question
Thus, this study set out to answer the following research question: How do 
partners experience trauma and subsequent PTSD? The study aimed to 
investigate meaning-making within the context of participants’ 
relationships, including how they perceived trauma and PTSD. Whilst the 
researcher anticipated a transition may have been experienced and marked 
by change, there was no assumption of such transition to be present in the 
data, or how change might have been experienced or perceived by 
participants (Smith et al, 2009).
Methodological Rationale
To help answer the research question, this study adopted a qualitative 
approach to data collection and analysis. Qualitative research can be 
suitably employed to glean rich understanding of how the social world is 
interpreted, experienced and produced (Mason, 2002). The method of data 
collection used was face-to-face semi-structured interviews. These are 
recommended for tracking individual meaning-making and, when used 
flexibly, allow maximum opportunity for participants to tell their story 
(Smith & Eatough, 2007).
The method chosen to analyse the data was Interpretative Phenomenological 
Analysis (IPA, henceforth). Phenomenology, in general, is interested in the 
world as it is experienced and perceived by individuals within particular 
contexts (Willig, 2008). Interpretative Phenomenological Analysis, a 
particular version of the phenomenological approach, focuses on 
individuals’ emotions, cognitions and meaning-making and is particularly 
well-suited to exploring how people make sense of significant life events
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(Smith & Eatough, 2007). The approach can be successfully employed to 
explore both new and existing theoretical frameworks (Smith et a l, 2009).
Interpretative Phenomenological Analysis is informed by three key areas of 
philosophy: phenomenology (the philosophical study of experience), 
hermeneutics (the theory of interpretation) and idiography (concern with the 
particular e.g. commitment to understanding experiences of particular 
people in particular contexts) (Smith et a l, 2009). The work of several 
phenomenological philosophers (e.g. Edmund Husserl, Martin Heidegger) 
has influenced IPA. Although the appropriate use of phenomenology in the 
social sciences has at times been a contentious issue (e.g. see Giorgi, 2010), 
IPA has arguably become a fairly established method of analysis in 
psychological research in recent years.
Edmund Husserl (1859-1938) was the original developer of 
phenomenological inquiry. He was concerned with how phenomena (e.g. 
objects and events) are experienced and reasoned that by understanding the 
meaning of a given experience for one person, others’ experiences of the 
same event could be illuminated. Although IPA is somewhat more modest 
in its aim to understand particular experiences for particular people 
(whereas Husserl was concerned with the essence of experience), Husserl 
influenced future generations to reflect, attend to and systematically 
examine lived experiences (Smith et a l, 2009).
Interpretative Phenomenological Analysis makes the assumption that 
individuals can experience the same event in very different ways and the 
experience is shaped by the meaning attributed to it (Willig, 2008). In this 
way, IPA does not make claims about the external world and subscribes to a 
relativist ontology, which Eatough and Smith (2006) describe as “light 
constructionist”. At the same time, IPA recognises that people’s
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interpretations are not wholly idiosyncratic, but interconnect with social 
interactions and processes (Willig, 2008).
The influence of hermeneutics led to interpretation becoming a core 
component of IPA. Consistent with relativist ontology, IPA accepts it is 
impossible to gain direct access to an individual’s world. The exploration 
and interpretation of participants’ experiences are influenced by the 
researcher’s own experiences and view of the world and the interaction 
between researcher and participant (Willig, 2008).
Arguably, IPA was particularly suited to this study. Firstly, it was 
phenomenological in that it was concerned with partners’ subjective 
experiences of trauma and PTSD and gave partners the opportunity to voice 
these. Secondly, the analysis was interpretative, involving the researcher 
making sense of participants making sense of their experiences (Smith ef a l,
2009). Thirdly, this study did not seek to explore all partners’ experiences of 
trauma, but a small number of partners of service users awaiting or 
receiving treatment for PTSD. It sought to engage in depth with each 
individual’s experience, before integrating these understandings and making 
more general claims. Therefore it was idiographic in nature. Finally, IPA 
research concords with increased efforts by the NHS to acknowledge the 
voices of service users and carers (Brocki & Wearden, 2006) and therefore 
is an appropriate method to employ in research that hopes to inform 
services.
METHOD
Participants
A purposive sampling strategy was employed to recruit participants, 
following IPA recommendations (Smith, 2003; . Smith et al., 2009). 
Purposive sampling (recruiting with a purpose) enables the exploration of 
certain experiences. The sample also needed to be homogenous, with all 
participants having undergone similar experiences of the phenomenon under 
investigation (in this case, their partners had experienced a traumatic event 
and subsequent PTSD) (Smith, 2003; Smith et al. , 2009).
Individuals were eligible for the study if they were English-speaking adults 
(aged 18 years or over) and their partner was either awaiting psychological 
treatment for PTSD following assessment or in the process of being treated. 
Posttraumatic Stress Disorder, following a type 1 trauma (i.e. discrete 
traumatic event) or multiple type 1 traumas, needed to be the primary 
difficulty for which treatment was being sought, although comorbid 
diagnoses did not exclude individuals from the study. Partners needed to 
have experienced the traumatic event during their relationship, remained in 
the relationship since and be cohabiting with their partner at the time of 
recruitment. Individuals were excluded if they had directly experienced the 
same traumatic event as their partner, if they had been in a relationship with 
their partner for less than one year, if they had a recognised learning 
disability or if either or both partners lacked capacity to give valid consent.
Eligible partners who met the inclusion and exclusion criteria were 
identified by Clinical Psychologists at a specialist Trauma Service. There 
were two methods of recruitment, depending on whether or not the service 
user’s partner was in direct contact with the service. If so, then consent from 
the partner only was required (named partner consent). For partners not in
194
contact with the service, a double layer consent process was necessary, 
whereby valid consent from both the service user and partner was required.
Overall, six partners of service users participated in the study. Four 
participants were female and two male. Service users had experienced a 
range of traumatic events and been in their relationship for a mean average 
of 20 years (range 3-28, standard deviation 9.36 years). Further information 
regarding the demographic characteristics of participants is presented in 
Table 1.
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Ethical Considerations
Ethical considerations were discussed in consultation with supervisors, 
service users and carers (see Appendix B). The study was reviewed and 
given a favourable opinion by the National Research Ethics Service and the 
University of Surrey Faculty of Arts and Human Sciences. It was also 
approved by the relevant NHS trust Research and Development committee 
(see Appendix C). The study was conducted in accordance with principles 
of the British Psychological Society (BPS) Code of Human Research Ethics 
(BPS, 2010).
Setting
Participants were recruited through a specialist Trauma Service in a London 
NHS Trust. This service provides treatment, primarily Trauma-Focused 
Cognitive Behavioural Therapy, to people experiencing PTSD. The 
researcher attended team meetings in order to explain the project, promote 
collaboration, request assistance in participant recruitment, explain consent 
issues and provide the necessary materials. Each interview took place at one 
of two NHS sites, depending on where was most convenient for the 
participant.
Procedure
A semi-structured interview schedule was developed based on reading of 
the literature (see Appendix D). The schedule explored experiences of 
trauma and PTSD, by asking questions about participants’ relationship and 
life before and after the traumatic event(s). It also asked about treatment that 
participants and partners had received and their opinion of services.
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Although questions were pre-determined, they were deliberately open, 
expansive and non-suggestive to facilitate exploration of participants 
experiences, without being overly constrained by the researcher’s 
preconceptions (Smith et a l , 2009). Interviews were guided by the 
interview schedule, but the researcher was free to ask prompts and follow- 
up questions, in order to explore interesting areas that arose and follow 
participants’ interests and concerns.
Participants were invited to take part in the study either through a clinician 
or via their partner, depending on the method of recruitment. Service users 
(where applicable) and partners were given a brief cover letter and 
Participant Information Sheet (see Appendix E). Once potential participants 
contacted the researcher, indicating interest in the study, the researcher 
explained the project, answered any questions and arranged a one-to-one 
interview at a mutually convenient time and place.
In the face-to-face meeting with participants, the purpose of the project was 
again explained and informed written consent obtained (see Appendix D). 
Brief demographic information was collected and a timeline was co­
constructed, indicating relevant events in the participant’s life, which could 
then be referred to during the interview and used as a basis for follow-up 
questions (see Appendix D). Participants were told that the researcher was 
interested in their experiences, the conversation would be organic, but the 
researcher had some questions they could use to guide the conversation. It 
was explained that the questions were broad to enable participants to tell 
their story in their own way and there were no right or wrong answers.
Each meeting with participants lasted between one-and-a-half and three- 
and-a-half hours. Interviews were recorded on a digital recording device and 
transcribed verbatim.
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Credibility of the Study
The credibility of qualitative research can be examined using guidelines 
suggested by Yardley (2000). Yardley acknowledges the complexity and 
ambiguity in evaluating diverse qualitative research and suggests four open- 
ended, flexible principles as a guide to assessing validity: sensitivity to 
context, commitment and rigour, transparency and coherence, impact and 
importance. Throughout the research process, the researcher endeavoured to 
take several steps to ensure its credibility, some of which will be outlined 
herein.
Yardley (2000) suggests that good qualitative research results only when 
appreciation of the interactional nature and sensitivity to social context has 
occurred during data collection and analysis. Therefore the sensitivity of the 
present study can be judged according to the richness of its findings. The 
results are contextualised within previous research, considering themes that 
concord, challenge and modify existing theory. The researcher has also 
demonstrated sensitivity to context, by considering social and cultural 
influences of both the current study and previous research.
It is argued that commitment and rigour were achieved by maintaining 
prolonged engagement and a high degree of attentiveness to individuals’ 
stories and the broader, shared experiences of participants. As a novice 
qualitative researcher, it was vital that the researcher made concerted efforts 
to develop her skills, ensuring interviews were thorough and analysis 
sophisticated. This was established by attending peer-led IPA and 
facilitator-led qualitative groups, seeking supervision and obtaining 
feedback from supervisors throughout the research process.
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In terms of transparency, the researcher has endeavoured to describe clearly 
the various stages of the research. A description of the analytical process 
(see Analysis), part of an analysed transcript and photos of the analysis (see 
A p p e n d i x  F )  are included for the reader. The researcher has aimed to 
produce a coherent argument of the findings, including ambiguities, 
contradictions and exceptions, and verbatim extracts allow the reader to 
check the argument and interpretations. In the Reflections section, the 
researcher has endeavoured to be open and honest in describing how her 
own experiences and assumptions may have influenced the research. It is 
argued that a coherent fit between the current study and the theoretical 
assumptions and principles underpinning IP A has been achieved.
The impact and importance of research can be judged according to its 
theoretical, socio-cultural and practical significance (Yardley, 2000). The 
current study adds to a limited body of research about the systemic effects 
of trauma, helping to enrich understanding of the relevant issues and guide 
further research in the UK. Implications for the NHS and other services are 
considered in the Discussion.
Reflections
It is generally considered impossible for researchers to suspend their own 
assumptions and biases when contemplating a phenomenon. Through 
reflection and reflexivity, by recognising our biases and reactions, we can 
explore and acknowledge how we may have shaped the research (Willig,
2008). Throughout the process, particularly during data collection and 
analysis, I wrote a reflective diary. This was an attempt to bring my prior 
beliefs, assumptions, biases and concerns into consciousness, so I could 
bracket these off to ensure interpretation was grounded in the data (Smith et
a l, 2009). In this section, I will outline some of my own preconceptions, 
motivations and reactions in conducting this research.
I am a white British, middle class female in my late twenties. Therefore I 
am the same ethnicity, but younger than all the participants in this study. I 
am in a long-term heterosexual relationship. Within my family, I have no 
personal experience of PTSD, although some experiences that could be 
defined as traumatic. My background, assumptions and previous knowledge 
of the trauma literature (e.g. vicarious traumatisation) undoubtedly 
influenced my lines of questioning at interview and construction of 
meanings at analysis, prioritising them over alternative questions and 
meaning-making.
My motivations for conducting this research stem from my experiences in 
the first year of training, where I was on placement at a Community Mental 
Health Team (CMHT) and an Early Intervention in Psychosis team (EIP). In 
the CMHT, I completed individual and group work with several service 
users diagnosed with PTSD. I noticed that the majority spoke about 
relationship difficulties that they perceived as caused or perpetuated by the 
trauma or PTSD. Yet as psychologists, we only worked with the individuals. 
Simultaneously, I was working in the EIP, where family work was common 
practice. The contrast was stark. Although CMHT resources were limited, it 
was nevertheless surprising to me that the focus of CMHT input was 
completely individualised when service users’ presenting problems were 
partly systemic. Partners of these service users seemed neglected and I 
desired to investigate how they were affected and how services could 
improve to help them. These experiences led me to bringing certain 
preconceptions to the research process, regarding the importance of families 
and services’ potential disregard of partners.
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I felt huge admiration for all participants and was moved by their stories, 
humbled that they were willing to share them with me. I seemed to connect 
particularly with the women’s stories and I wondered if this was because I 
was able to relate and empathise more with people the same gender as me. 
Hopefully, my genuine curiosity and positive regard for participants was 
apparent and perhaps enabled such long interviews. The length of interviews 
might also reflect how little prior opportunity participants had to share their 
stories.
Analysis
Interpretative Phenomenological Analysis was used to analyse the data 
(Smith, 2003; Smith era/., 1999, 2009). Each transcript was read several 
times and the left-hand margin was used for initial coding. This included 
summaries, associations, commonalities, contradictions and preliminary 
interpretations. The right-hand margin then documented emerging themes 
that arose in the data. These emerging themes were key words that captured 
the essential quality of the text (Smith et a l, 1999), striking a balance 
between the specific and abstract, grounded and conceptual (Smith et a l,
2009). Each transcript was analysed in turn.
Initially, the emerging themes of three transcripts analysed in detail were 
examined closely, in order to identify meaningful connections within and 
across transcripts. Themes were developed, adapted and dropped in order to 
find the most appropriate fit with participants’ experiences both individually 
and as a whole. For the remaining three analysed transcripts, a table for each 
subordinate theme was created and verbatim extracts “copied” and “pasted” 
inside. During this process, further themes were added (and checked against 
earlier transcripts) and existing themes refined. Â master list of themes was
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developed that aimed to answer the research question. Examples of the 
analytical process can be found in Appendix F.
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RESULTS
Whilst there was rich diversity amongst participants’ stories, one major 
commonality was observed within the data. This final, overarching theme 
related to participants’ experiences of trauma and PTSD being “An ongoing 
journey of loss and gain”. This theme and its components will be examined 
next.
AN ONGOING JOURNEY OF LOSS AND GAIN
This overarching theme encapsulated participants’ experiences and how 
they perceived the trauma and PTSD as resulting in numerous losses and 
gains for themselves, their partners and relationships over the course of 
time. These included losses and gains in understanding, perceived identity 
and support that shifted and evolved in various ways, for example loss of a 
previous identity and gain of a new one. Participants’ experiences were 
interpreted as journeys with an unknown, unpredictable course, 
characterised by a multitude of stages in their lives and relationships that 
they traversed following the trauma. At times, participants felt they were 
venturing upon their journey alone; at others, they had the company of their 
partner and loved ones. Participants’ journeys were interpreted as 
“ongoing”, because they continued to encounter further losses and gains in 
their lives and in considering the future, and participants did not appear to 
perceive an end to their journey. To help explain the overarching theme, 
three master themes were found to support it: Making sense of the trauma 
and ensuing consequences; Shifting identities; Accessing and experiencing 
outside resources (see Appendix G). These are elaborated in the following 
sections.
204
Making Sense of the Trauma and Ensuing Consequences
All participants appeared both to strive and struggle to understand the 
traumatic event, PTSD and other ensuing consequences. The process of 
reflection with which participants engaged, upon the past, present and 
future, enabled participants to consider changes that had occurred.
Striving and strusslins to understand
All participants described aspects of their striving and struggling to 
understand the trauma and how their partners had been affected by PTSD. 
To aid this understanding, they constructed links, for example a few 
participants viewed their partners’ increased alcohol consumption as a 
strategy aimed at coping with emotional arousal and the PTSD. Participants 
often focused on hyper-arousal symptoms, such as their partners’ irritability 
and anger. Perhaps these were more apparent or affected them more than 
hallmark features of PTSD (e.g. re-experiencing symptoms).
It was not just the PTSD that participants had to deal with but a range of 
consequences that were perceived as instigated by the trauma and PTSD, 
including depression, litigation, threats to participants’ housing situation and 
financial strain. For some participants, the consequences of the trauma and 
PTSD were so widespread that they were perceived as omnipresent and 
affecting everything:
There’s just no getting away from it; it has affected every 
part o f our lives. And, and..., erm... i t ’s... i f  you like, seems 
even more magnified now, because it’s gone, you know, the 
passing o f an- another child out o f the school system or 
another landmark o f a, you know..., you kind o f think “God,
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w e’ve been doing this for as long as Kate’s been alive”.
(Kerry)
Therefore Kerry considered the concept of passing time as emphasising how 
difficult the experience had been. All participants either suggested or 
relayed directly how their understanding of the trauma, PTSD and other 
consequences had developed over time. For some participants, this seemed 
to be a natural process whereby hindsight enabled new perspectives to be 
developed. For others, including Kerry, it required serious incidents, such as 
her husband driving intoxicated to collect the children, for her to 
comprehend the severity of his deterioration in behaviour and struggle to 
cope. In this example, her struggle to understand led to their relationship 
altering:
Our relationship then just took on a completely different 
dimension, because I  couldn’t understand how he could put 
our children at risk.
For most participants, receiving the diagnosis of PTSD seemed to be a 
relieving or helpful experience that facilitated the process of understanding. 
For some, it offered a reason, perhaps even a justification, for their partners’ 
difficulties. Diagnosis offered hope of progressing forward:
Ah! I t ’s got a name, so I  can deal with that! But i f  it hasn’t 
got a name, then you ’re stuffed aren’t you? But no, i t’s got a 
name, you’ve got PTSD... Brilliant. (Sally)
Participants described how family, friends and the public failed to 
understand their partners’ PTSD. It seemed to be the hidden nature of 
mental illness that made understanding and empathising difficult for 
themselves, their partners and others, which both Laura and Kerry related to
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stigma. Some participants compared their partners’ psychological injuries 
with a physical injury, intimating how much easier they thought life would 
be if their partners’ injury was physical:
/  thank my lucky stars that M att’s in one piece and alive, but 
to be honest i f  he was missing a leg, this would probably be a 
hell o f a lot easier to deal with... [] I f  he was missing a leg, 
people can see that he’s been injured in combat, but the fact 
that he can't walk down the street without being like a 
terrified little..., you know, terrified child, people just don't 
have time for it, you know..., they don't get it. (Laura)
Some participants had read multiple books on PTSD, enhancing their 
understanding on an intellectual level, but not necessarily an emotional 
level. Many reflected that even they were unable to understand fully and 
empathise with their partners:
/  just want to shake him, say “Snap yourself out o f it man! ”
And I  don't understand why he can't look at what 's going on 
around him and think “This is really shit and it's my fa u lt”.
Arid I  know it's not his fault..., it's not his fault that he's got 
PTSD..., I  don't think that at all, but I  don't understand how 
he can’t look at our relationship, remember what it was like 
before and think “I ’m not standing for. this... ” and just take 
the bull by the horns and say “I'm not having this anymore ” 
andjust... just deal with it. (Laura)
Laura seemed to express an internal struggle between knowing her partner 
was not to blame for the PTSD and yet implicating him for not reflecting 
upon the past (as she did much of the time) and fighting the PTSD for the 
sake of their relationship. She spoke in desperation about how she strived to
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understand, using televised fiction to aid her imagination and empathy, but 
with limited success:
He tells me about having to clean up mess from the back o f 
the helicopter after people have been like in a bomb that’s 
blown them up..., blown them half apart..., I  can’t, I  can’t 
imagine what that’s like. You know, I  watch Casualty every 
week, that’s the closest I  can imagine what it must be like...
[Sighs] le a n ’t relate to it, I  just le a n ’t relate to it..., but I ’ve 
seen what i t’s done to him. You know and I  feel almost..., 1 
feel almost like a bit o f a cold-hearted bitch really, because I  
can’t relate to it.
Both factual and fictional information regarding psychological and physical 
trauma represented in the media served as points of reference for 
participants’ understanding. For some, the struggle to understand PTSD 
seemed impeded rather than facilitated by the media, because they thought 
that PTSD occurred only in military contexts. In comparing her partner’s 
trauma to combat-related trauma, Sally found it difficult to empathise, 
because she perceived her partner’s as less dreadful:
These people coming back from the war and they’ve got 
mega, mega traumas for goodness sake. And that’s another 
thing... I ’m being horrid. 1 don’t class hers as a mega trauma 
like people who see people blown up and stuff like that... [] I  
can see it as a problem to be dealt with. But a trauma?
The stressors and consequences of the trauma, from which participants were 
compelled to make meaning, had resulted in all participants entering what 
could be viewed as a new reality.
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Enter ins a new reality
For all participants, the trauma and PTSD appeared to signify major changes 
in their lives, including changes in the quality of life, physical health and 
relationships of themselves and their partners. Most participants described 
this reality as harder to live in or unwished for:
We entered a world that..., you know..., we hadn’t asked for.
(Kerry)
For some participants, there was a strong sense that the emergence of 
trauma and PTSD shattered their expectations surrounding their life course. 
Laura externalised the PTSD, comparing it to a “big black cloud” and later 
an “evil witch” who arrived just at the time she was starting to think her 
dreams would materialise:
The PTSD has interfered in our life. It's like some big, nasty, 
evil witch or something that’s come in and destroyed 
everything..., all our hopes and dreams basically. Just when I  
finally thought, “This is it, the rest o f my life, wahay..., 
finally. We can look forward to a nice, long, happy rest o f life 
together”. I t ’s just been trodden on and squashed and 
thrown out o f the window.
Laura returned to this theme several times in her interview, stating how her 
relationship initially seemed like a “fairytale”, but the PTSD had destroyed 
their lives. This timing of the trauma and PTSD, when life was so 
promising, seemed to make it more difficult to manage, as the gap between 
the old and new reality was particularly stark. Laura was worried that life 
was “on hold” as a result of the PTSD and by waiting for her partner’s
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recovery, some of her hopes, such as starting a family together, would no 
longer be feasible.
Most participants reported arguing more with their partners following the 
trauma. Some seemed to have largely overcome this, whilst others reported 
that conflict was still a significant element in the relationship. Laura blamed 
the PTSD as the root cause of all arguments, describing the aftermath of one 
particular argument as follows:
I  was angry with the PTSD, because I  thought he wouldn’t 
have done this normally. This is because o f the PTSD. And 
yet again, it was another argument, that was all because as a 
result o f that. And every single..., I  think i f  he didn't have 
PTSD, we'd hardly ever have a cross word..., you know, 
because fundamentally we get on so well. But this 
overshadows everything.
This extract illustrates a sense of the PTSD being powerful and in control of 
the relationship, causing conflict and not allowing Laura and her partner to 
re-discover the cohesion that characterised their relationship previously.
Several participants described the PTSD as also having a detrimental effect 
on their social lives, whereby they socialised less frequently and plans were 
thwarted. In this way, participants had entered a social reality controlled by 
the PTSD:
It stopped us socialising really, because we erm... she 
wouldn't go out anywhere. Erm..:, you know..., I  couldn't 
meet up with all the old friends, erm... and she would, she 
would never go to a pub again... [] So our social life sort o f 
went downhill. (Roy)
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The new reality that participants had entered was apparent to them through 
contemplating the past and making comparisons.
Looking backwards: Reflecting and reminiscing
Participants compared and contrasted life at present with life pre-trauma and 
post-trauma. All participants reported significant changes, but they varied 
hugely in terms of how they viewed these changes. Most emphasised a 
range of losses or threatened losses, including the loss of their partner, 
relationship and career. For several participants, there was a strong sense of 
sadness or mourning over these losses:
I  miss him desperately. I t ’s like I ’m grieving, i t’s like I ’m in 
mourning..:, but he’s still alive. I t ’s difficult to grieve for  
somebody when you see them day in, day out. And i t ’s hard 
to reconcile that in your head that I ’m in mourning for a 
loss..., but he’s still there. (Laura)
In looking backwards, all participants commented upon changes in the 
emotional connection they experienced with their partner. Many said that 
the PTSD had affected their partners’ ability to communicate with them, 
resulting in some participants feeling angry and lacking empathy, or for 
Laura, feeling upset and more distant from her partner:
We used to talk all the time, we could sit there together all 
night without the telly on and just chat and we don’t do that 
anymore... ever. I  was thinking the other day We don’t talk to 
each other, we just don’t talk. And i t ’s... that’s really 
upsetting, ‘cause w e’ve lost..., I  feel that w e’ve lost the
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closeness that we used to have. I  can’t get close to him,
because he’s got this wall o f PTSD around him.
The metaphor of the “wall of PTSD” increases the sense of disconnection 
between Laura and her partner by evoking an image of them being separated 
not only emotionally, but physically too. One participant described infidelity 
by her partner as a result of his changed behaviour, whilst she and several 
others described how the intimacy and sexual dimension of their 
relationship had been affected:
The physical side changed quite a bit, erm... it depended on 
what mood she was in. She didn’t like me touching her..., 
erm, got really, she used to be affectionate, she stopped..., 
you know..., she didn’t want... She became unaffectionate.
(Roy)
Whilst several participants described various difficulties that the trauma had 
generated in their relationships, two described how their relationship had 
strengthened over time, in spite of and alongside these strains. In particular, 
Duncan perceived the trauma and PTSD as having primarily positive 
consequences and likened his relationship to a journey that had been “off- 
course”, which was reset “in the right direction”. He believed that this had 
occurred through increased quality time, honesty and communication with 
his wife, subsequent to the trauma:
We try to go for a walk ev- practically every day round the 
park, a couple o f laps o f the park, which actually has brought 
us closer together..., just that time to walk together and 
perhaps sit on the bench for a while and talk things through.
So that’s actually been very, very positive.
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Eve perceived more balanced effects of the trauma compared to the other 
participants, viewing the experience as negative overall, but acknowledging 
a positive impact upon how she and her partner value one another and their 
lives:
It makes you value what you’ve got a lot more and think:
“ Well you know, it could all be taken away just like that, le t’s 
, make the most o f it while we can
Lookins forwards: Hope versus uncertainty
Participants contemplated their future lives and relationships with hope, as 
well as uncertainty, fear and at times hopelessness. Whilst some participants 
envisaged their relationship becoming stronger and the future being an ideal 
time of their lives financially and socially, a few hoped for greater equality 
in their future relationship and others simply hoped for life to return mostly 
to how it was previously:
I ’d like to be as it was..., well not practically as it was, but 
more like it was than it is now [laughs]. For her sake. (Sally)
Sally wanted this future to involve doing “normal mundane things” again, 
such as seeing friends,, walking and holidaying together. Like most 
participants, she hoped to engage again in what might be perceived as fairly 
normal activities, but envisaged this as having a significant, positive impact. 
Duncan appeared particularly hopeful for the future:
We hope to keep chickens [laughs]. I f  we can have a small 
bit o f land, it would be nice, you know..,, an acre or so.
Erm..., property is much cheaper over there [where they plan
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to live]. We ’re actually able to buy on the profit o f our home 
now, so we won’t have any mortgage. So financially I  think 
we should be better off. Erm. . . I  intend to take up fishing 
again, which I  haven’t done in 10 year. Erm... I  think i t ’s 
positive for, for the children, because I  think it ’s a better 
environment to be brought up in.
These hopes stretched beyond those of most other participants and had a 
sense of Duncan fantasising about an ideal life far from the realms of PTSD. 
Perhaps Duncan was more resolute in his hopes for the future than other 
participants, because he perceived the PTSD as having primarily positive 
consequences thus far; therefore envisaging the continuation of this positive 
impact was more readily achievable than envisaging a future in total 
contrast from the present.
Participants’ uncertainty about the future often emerged as worry that 
optimism was clouding a realistic outlook and that the PTSD was too large 
an obstacle to conquer. Several participants seemed to experience a dialectic 
of holding hope and yet fearing that “this is it”. A few participants feared 
their partner might commit suicide; two had previously attempted suicide. 
The following extract demonstrates how Laura swung between feeling 
hopeful and fearful about whether she would regain her partner, whom she 
viewed as lost, or whether PTSD or suicide would win the battle:
I  can’t help but feel [the PTSD] is a temporary thing and that 
it will be dealt with and he will be treated and that he will get 
over it... And he ’11 get better and we ’11 get back..., he ’II get...,
I ’ll see some o f the old Matt back or i f  not completely back to 
his old self. But equally, I  can’t help but worry that that ’s a  
bit optimistic and that he won’t ever be back to his old self 
and that this is how it is... [] And I  worry that i t’ll get too
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much for him... That’s..., that’s my main concern at the 
moment... that i t ’ll get too much for him and that he ’11 end it 
all.
For all participants, there was a sense of commitment to their partners and 
relationships, a sense that they would embark upon the future together:
You often get questioned sort o f “How do you cope?”
And my stock answer I  suppose is: “Well, i t ’s what I  
signed up for when we got married, you know..., through 
thick and thin and we will stick together ”. (Duncan)
However a more complex narrative emerged in some interviews, such as 
Sally’s, with a strong sense of commitment struggling to coincide alongside 
uncertainty about whether or not they could continue in the relationship.
Shifting Identities
Alongside the endeavour to make sense of everything that had happened, 
there was a strong sense of the identities and concomitant roles of 
participants and their partners evolving as a result of the trauma and its 
consequences. This occurred as participants strived to cope with new 
positions in their relationship and the emotional impact of their experiences.
Adaptins to new responsibilities and roles
All participants reported a range of new responsibilities that they adopted at 
the time or in the aftermath of the trauma, primarily in order to care for their 
partner due to the PTSD and, in some cases, physical difficulties arising
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from the trauma. Although not all participants labelled themselves as a 
“carer”, they all described new caring responsibilities and most reported 
that they did most household chores nowadays:
[ I’m] having to do pretty much everything around the 
house. Erm... Looking after the kids..., yeah. Bryony 
can’t erm..., I  mean she can’t..., she’s not confident 
enough to do any cooking or anything like that. (Duncan)
Several participants reported how they took responsibility for trying to 
prevent and manage their partners’ PTSD symptoms. For some, such new 
responsibilities were so marked that they characterised shifts in roles within 
the relationship. Three participants likened this to becoming a mother caring 
for a child:
I  just wanna pick him, just wanna like wrap my arms around 
him and soothe him and say “Oh, shhh, you’ll be okay”, you 
know..., like you would with a child. And it’s like that..., you 
know...., that’s..., that’s what the bulk o f my life is like with 
him now. I t ’s just wanting to take care o f  him, wanting to 
shield him and wanting to protect him from the big, bad, 
nasty outside world that makes him jump. (Laura)
Participants who described a shift in roles depicted it as being largely 
unwanted, with Kerry and Laura expressing particularly strong aversion for 
their new caring roles and worry that they possessed the internal resources 
to maintain them for limited time only. The following extract demonstrates 
how Kerry adapted her parenting style in order to compensate for her 
husband’s loss of skills. By adopting more traditional fatherly 
responsibilities toward the children, she was left feeling not only that she 
had surrendered motherhood, but that she had lost her best friend:
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/  was the one who would march in and say “Right! What’s 
this? Do your homework! Do that!” And I  just..., I  just felt 
very erm..., I  fe lt I ’d given my right up to... to motherhood 
really. It fe lt I ’d become a father... []...!feel like I ’ve lost my 
best friend, because I  had to do probably 95% o f the 
decision-making.
There was a sense that participants bore the brunt of the PTSD and that this 
was a stressful, exhausting and arduous position that they were compelled to 
assume. It was particularly anger and irritability that participants tolerated, 
which increased their own stress levels. For participants with children, the 
whole household bore the brunt of the PTSD:
We take the brunt o f this 24 hours a day..., you know..., 
thirteen years worth of... of... o f  this... [] There have been 
times where I ’ve just like sat in the bathroom and cried and 
cried and cried. (Kerry)
Several participants described being at the end of their tether at times and 
portrayed a sense that their coping resources were limited. Sally indicated 
that her sympathy and patience for her partner had drained and she believed 
she had reached the limits of her coping:
Nicola’s right you see, I  haven’t got any sympathy at the 
minute [laughs]..., not that she needs sympathy all the time, 
she doesn’t. But I  don’t think Nicola likes to tell me when 
she’s feeling particularly bad, because I  go “Oh for god’s 
sake”. I ’m..., I ’m..., sometimes I ’m just up to here [gestures].
Therefore the trauma’s consequences seemed to test participants, pushing 
them to their emotional limits: A few participants made sense of why they 
were compelled to bear the brunt of their partners’ experience, as if it was 
inherent within their role as partner: :
You always take it out on the people nearest to you, i t ’s like 
families it ’s easy to argue with, ’cause you know you ’11 make 
it up. And yeah, it wasn’t..., it wasn’t easy to..., to live with.
(Eve)
A few participants recognised an effect on their physical appearance and 
health resulting from factors such as stress, lack of sleep and caring 
responsibilities. Some participants reported being put at physical risk due to 
their partners’ symptoms or unhelpful coping methods. Nightmares were 
mentioned by a few participants as unpredictable and unsafe:
I used to get hit in bed. These dreams and she’d explain them 
afterwards, but erm... she would be lashing out. I t ’s quite 
dangerous. So I ’ve tended to learn to sleep like that now 
[makes a defensive gesture]. (Sally)
I t ’s changed me. i t’s chansed my personality
Alongside new roles, several participants implied that their sense of 
themselves and their partners had in some ways changed following the 
trauma. Many participants perceived themselves as having lost personal 
qualities, such as their sense of humour. Laura described how the 
metaphorical loss of her partner had resulted in her being unable to talk 
about her feelings anymore. She deemed this change in herself as so intense 
that she considered her personality had altered:
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The one person that I  want to talk to is him and I  can ?... And 
he said to me the other day “I  wish you ’d talk to me Laura, I  
wish you'd talk to me more”. And I  said to him ‘‘How can 
I? ” And I ’ve not..., i t ’s changed me, i t ’s changed my 
personality, because I ’ve always been somebody who will 
talk.., I ’ve always worn my heart on my sleeve.
However, Laura described returning to her normal self when separated from 
her partner and the PTSD, implying that her changed personality was 
context-dependent.
As well as an altered sense of self, a few participants noted how the trauma 
and its consequences had impacted upon their beliefs about other people and 
the world. Kerry described how her perception of herself and others, 
including her ability to trust others, had changed following litigation 
experiences arising from her husband’s trauma:
I t ’s made me quite cynical. Erm..., I  don’t really trust a great 
deal o f people anymore. Erm..., I  only really trust the people 
in the four walls o f my house and my work colleagues.
Participants also described how their partners had changed and were more 
difficult to live with following the trauma. In the following extract, Sally 
tries to describe the personal qualities she perceived her partner had lost:
She was more bubbly and outgoing and erm... Decisions, 
she ’d make decisions. Erm, she doesn ’t do that anymore. She 
waits fo r me to to make a decision. Erm... she just... she’s just 
different.
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Some participants described how the love they felt for their partner had 
diminished or changed in nature as a result of the PTSD. Sally expressed 
that it was harder to love her partner now, which she related to her partner’s 
changed identity:
There’s people who haven’t got any mental illness who are 
moody and you don’t know what mood they’re gonna be in, 
but... not being like it before and now being like a different 
person. Istill love her, but i t’s... i t ’s... i t ’s harder to.
Subordinated in the relationship
Most participants appeared to feel subordinated in their relationship, as 
though their positions had become less important as their partners’ needs 
had increased. Some described how the equality was lost and the 
relationship became one-way as the focus was placed wholly upon the 
partner. For some, this shift in the relationship dynamic seemed to be a 
process of natural, although not necessarily desired, adaptation. Sally 
described how she instinctively adapted when her partner returned from 
hospital and she had not recognised this shift in the relationship until the 
interview:
I t ’s all about her. And I  don’t think i t ’s really... I  hadn’t 
thought that it had affected me, put it that way..., but I  think 
talking to you, probably you know it’s affected me more 
than... than I  thought it had... [] ...Everybody, every human 
adapts, don’t they, to what they’ve got? And since she’s come 
home from hospital, I  think I ’ve just adapted and I  just... 
eurgh... slot where I  feel I  should be and do what I  feel I  
should do.
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Sally’s use of the word “eurgh” when discussing how she has slotted in 
suggests she feels disgust at the inferior position she has been obliged to 
adopt. When asked how she would like the relationship to be more 
reciprocal, it was a simple gesture she wished for:
A cup o f tea in bed would be nice. As simple as that... [J ...It 
would mean, you know..., everything really.
As part of this subordinated, undervalued position, some participants were 
no longer able to access emotional support from their partners. There was a 
sense that participants’ emotional needs were neglected within the 
relationship, because their needs were considered less important:
You think “Yeah okay I ’ve listened to that long enough, I  
want to talk about me now, ’cause I ’ve got a problem at 
work” [laughs]. And you don’t get the chance to, because 
i t ’s..., it..., his issues were bigger and so, you know..., they 
kind o f tend to take precedence. (Eve)
In these ways, the PTSD prevented participants’ emotional needs from 
being met in the relationship.
The emotional journey
All participants described a vast array of emotions that they experienced at 
the time of the trauma and beyond, including disbelief, horror, distress, fear, 
worry, anger, self-blame, disappointment, resentment, pity and compassion. 
Guilt was a prevalent emotion that all participants reported or suggested 
experiencing. The following extract demonstrates how Laura made sense of
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her guilt, relating it to feeling selfish for experiencing her own suffering and 
wishing for things when she thought the focus should be on her partner:
I  feel that there’s nothing mentally wrong with me, so I  
should be able to cope and I  feel guilty when I ’m having a 
bad day and for feeling bad 'cause I  think “Well whatever 
he’s going through is a million times worse than anything 
I ’m feeling”. [] ...I feel guilty for having my own feelings and 
fo r having my own emotions and for being... I  feel selfish for  
wanting, for..., for wanting us to be..., I  feel selfish for  
wanting it to go away for my..., for my sake rather than for  
his sake.
For a couple of participants whose partners suffered significant physical 
injuries, there was a strong sense of the trauma being traumatic for them 
too:
Seeing him in the hospital, it was just..., I  mean he was 
grotesque. His whole side o f his face was just melting..., you 
couldn’t see his eye, it was all the protein dripping out, but I  
didn’t know what it was that was just melting... [] ...He just 
looked horrific. (Eve)
There were many instances whereby participants described emotions that 
seemed to mirror their partners’ emotions and PTSD symptoms. Some 
participants reported emotional and physiological responses (e.g. anxiety, 
sleeplessness) as a result of their own stress and shock. Others reported 
emotions such as irritation, low mood and happiness arising in response to 
their partner experiencing the same emotion:
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I ’m also one o f these people that tends to mirror people, so 
rather than be all happy and up and bouncy and jolly and 
pull him out o f his depths o f depression, i f  he’s having a 
really shit day..., I  tend to get..., it rubs o ff on me, which is 
awful..., because then w e’re both down. (Laura)
In addition, a couple of participants reported experiencing avoidance and 
hyper-vigilance regarding their partners’ PTSD triggers, because they were 
attempting to control the PTSD:
I ’m hyper-vigilant, I ’m looking out for blooming dogs and 
I ’m doing this and I ’m trying to take the stress out o f his life.
(Kerry)
Throughout their journeys, participants were compelled to find ways to 
endure the experience.
Findins wavs to survive the experience
Participants described a range of coping strategies that they employed in an 
attempt to survive their experiences. Many talked about how work and a life 
outside the house, away from their partner and the PTSD, were important in 
managing their own emotional response:
I  can remember thinking “Thank God I ’m here”, because 
you just get absorbed in work. You know and yo u ’re out o f  
the house and erm... I... I  think i f  I... if..., i f  at that time I  was 
doing this kind o f work, it would have been much more 
difficult, because w e’re both at home a lot o f the time and 
erm... I..., I  think probably me getting out o f the house was
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my saving [laughs] grace, you know.:., from a selfish point o f 
view. (Eve)
Engaging in enjoyable activities and distraction techniques were also 
utilised by many participants:
I  can get through it by doing other things, you know..., taking 
the car and go for a ride. (Roy)
A couple of participants resorted to unhelpful or unhealthy methods of 
coping, for example drinking alcohol excessively. Some described how 
there was no option besides coping and so they simply had to find ways to 
survive. At times, this involved avoiding or disregarding their thoughts and 
feelings. At others, it involved acceptance of the situation:
In terms o f how you come to terms with it..., you just have to 
accept it and try and find  away through it. (Eve)
Despite using numerous methods to try and survive their experiences, the 
situation sometimes seemed too intense and participants’ coping methods 
seemed inadequate. Some acknowledged that they might appear to be 
coping outwardly, but were not coping internally. In this way, the image of 
coping was like a facade to the outside world, which was unaware of the 
true impact of the trauma and therefore less able to offer appropriate 
support. The following extract illustrates the mismatch between Kerry’s 
external facade versus internal world and how she experienced waves of 
coping and collapsing:
Oh God, underneath i f  you scratch the surface, Em..., yeah... 
you know. Sometimes I... I  sort o f er... I  can carry on for so 
long and then I  either have a massive, erm..., angry [laughs]
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couple o f weeks and then I  have... I  pull myself together and 
kind o f think “Right, you ’re behaving like a 2-year-old”, you 
know, erm... or I ’ll cry.
The anger and crying that Kerry described may have served as an emotional 
release following a period of pent-up emotion. However, she would only 
allow herself to experience this release for limited time periods, comparing 
herself to a child rather than acknowledging the extent of her emotional 
needs and the difficulty of surviving the experience.
Accessing and Experiencing Outside Resources
This theme is about participants’ perceptions and experiences of 
supportavailable to them. Support from outside the relationship was 
particularly pertinent, as many participants considered they had lost their 
partners’ support. Accessing resources was complicated by factors such as 
stigma, ambivalence and desire for privacy. Participants’ experiences of 
Support ranged from being very helpful to very unhelpful.
Support from others
Experiences of emotional and practical support varied hugely both within 
and between participants. Many described how talking to friends, family 
and work colleagues was helpful. In the following extract, Eve describes 
how the process of venting, receiving sympathy and obtaining new 
perspectives from friends and family was helpful for her, particularly 
because inside the home the focus was wholly on her husband:
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Being able to get it o ff your chest and say to somebody, “This 
is happening” and you know..., I  suppose also to get 
somebody else’s perspective, erm, you know... ‘cause 
sometimes they would say: “Yes, but X, Y and Z, he has done 
this, this and that” and maybe that that makes you step back 
and you think “Yeah, I  could be a bit more understanding”.
Or other times, just to be sympathetic to me..., because I  
suppose it was all very much about him at home.
The relationship with support was complex, with most participants 
expressing how they needed or valued support, but certain factors prevented 
some from accessing it. Sally had no-one from whom she could obtain 
support, because her partner seemed ashamed of the stigma associated with 
both their relationship and the PTSD and did not want their experiences 
discussed with the outside world. Similarly, Laura- s partner did not like her 
discussing his problems with others, believing they were private and 
shameful. However, in contrast to Sally, Laura had spoken to others to the 
extent that she did not think she could continue revisiting the same problems 
with the same people:
I ’m getting to the stage where I  don’t even talk to my mum 
about it anymore, because it’s just going over old ground..., 
i t ’s the same old stuff I ’ve talked to her about ‘til I ’m blue in 
the face for the last two years. So I  just can’t..., I  can’t be 
bothered..., I  can’t be bothered to talk to people about it and 
so I ’m bottling it all up and trying to deal with it myself.
Therefore, although Laura had accessed support from others in the past, she 
was now “bottling it all up”, not wanting to burden others with her 
problems. Time had served to impede the support available to her. Despite
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very varied experiences of outside support, many participants felt similar in 
that they were coping alone.
Kerry found practical support from friends helpful at the time of the trauma 
(e.g. taking care of the children), but felt more ambivalent and hesitant 
about accessing emotional support. She disliked discussing her problems 
and although people knew about her partner’s difficulties, unlike Sally, they 
did not understand the full extent of them. She also talked about the process 
of having and losing support. For example, she described how her church 
friends were almost offended that they could not cure her husband (arguably 
an ultimate form of support). Their support then disappeared entirely, 
perhaps at a time it was most needed, thus increasing Kerry’s emotional 
pain and resulting in her and her husband changing their religious practices:
We were members o f the church and we were regular church 
goers. And erm at the... after Harry’s injury, there was 
[laughs], they were almost offended that they couldn’t heal 
him [laughs]..., so that aspect o f our life went as well. You 
know, so erm..., i t ’s..., yeah... And, and with that went a 
certain section o f your friends... or so called friends 
[laughs]... [] ...It’s a dangerous mix, you know..., people 
thinking they can heal people and... and er make people feel 
better and whatever and then writing them off. It just 
added,.., it just added to the er..., added to the... the hurt 
really.
For many participants, there was a sense that other people did not 
necessarily realise the impact on partners:
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I t ’s obvious to everybody that their pàrtner’s in for a difficult 
time, you know, that’s the obvious bit..., but i t’s difficult for  
the partner as well. (Eve)
Related to support from friends, family and colleagues was the experience 
of professional support.
Professional support
Participants’ opinions of professional support varied greatly with some 
aspects being much appreciated and others perceived as unhelpful or 
inappropriate. These included mental health and other services, for example 
physical health services, the Ministry of Defence and the police force. 
Participants identified ways in which professional support could have made 
the journey easier, particularly through increased awareness, greater 
communication and identifying and meeting their needs more effectively.
Several participants expressed the need for increased awareness about PTSD 
in services that treat people with physical and psychological trauma, and for 
services to communicate how PTSD can affect people following trauma. 
Kerry described how an information leaflet might help, akin to those used in 
physical healthcare:
A bit like a head injury sheet you get, you know: “I f  you hear 
noises in your ears, get blood from your nose, go back”. You 
almost need..., you know: “You’ve had, you... you ’ve suffered 
a traumatic event, i f  this, this and this happens, please refer 
back to your GP ”. .. I  think would help so many people.
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Whilst Kerry thought that people would be more likely to accept help soon 
after the traumatic event, a few participants described how their partner 
would have probably refused help at the time. Nevertheless, they felt that 
being informed about PTSD could still be very helpful and perhaps plant a 
seed in people’s minds, thus facilitating help-seeking later on. Eve noted the 
systemic impact this might have had on the environment at home:
I  think he probably would have refused [treatment], but it 
would have planted the idea in his mind that i t ’s... i t ’s 
natural to have these feelings and... and somehow i f  you 
know to expect them, you..., you can understand them more...
[] And best case he would have accepted treatment earlier 
and talked to somebody and I  think that would have made 
him less volatile at home maybe.
Participants described ways that services could improve support offered to 
their partners, which in turn would impact upon themselves. These included 
a need for earlier intervention, greater attempts at engagement and further 
support out-of-hours. Specialist psychology and physical health input were 
frequently, and perhaps understandably, described as more helpful and 
skilled than generic services at treating specific problems. However, at 
times it was also recognised that other problems were less likely to be 
explored or recognised, for example psychological health not being assessed 
at a specialist eye hospital.
Several participants described stigma as creating ambivalence in their 
partners, preventing them from seeking support, and articulated the need to 
dispel the shame and stigma associated with mental health difficulties:
I f  he hadn’t have felt the stigma with [PTSD], he may well 
have made the connection sooner and said to them, “Well it
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might have been, i t’s been since I  got back from [the 
war zone], maybe it’s something to do with that”: But 
because he was so in denial that he wanted... he didn’t 
want... he didn’t want it to be that, that was the last thing on 
earth he ’d wanted it to be. Then because o f that, he dismissed 
it when it was even mentioned the first time. (Laura)
A need for increased communication between services was expressed by 
several participants. Most described how services seemed somewhat 
disjointed, both within and outside the NHS. This seemed to occur when 
transitioning between services and when multiple services were working 
with the service user simultaneously:
The rest o f our service seemed so disjointed... [] I ’m the 
Physio, I ’m the Psychologist, I ’m the... you know... (Duncan)
Some also discussed healthcare professionals who were perceived as ill- 
equipped to work with PTSD and actually increased their partners’ stress, 
through working with them inappropriately. Even when professionals did 
not have specific knowledge about PTSD and mental health, simply 
checking their emotional state, by asking how they were feeling, could have 
been helpful:
He had absolutely top-quality clinical care, but as far as I ’m 
aware and I  was there everyday and it was much:.., nobody 
ever said “Well how do you - how are you feeling about 
this?” And erm... with something like that [a burns injury], 
you’d expect maybe there to be kind o f question and support 
on hand. (Eve) -
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Some participants also expressed a wish for services to communicate with 
them more throughout their partners’ treatment. Participants reported having 
little or no involvement in their partners’ mental health care and Kerry 
described incidents whereby she had tried to communicate with mental 
health services in desperation, but these attempts were not responded to 
effectively.
No participants reported having been offered any direct support from NHS 
services. They varied in terms of how they thought mental health services 
could further support them. The importance of considering partners and 
offering support from the beginning was identified by a few participants:
I f  yo u ’ve been diagnosed or your partner’s been diagnosed 
with something, then I  think that the likes o f me should have 
been sort o f said “Right well your partner ’s been diagnosed 
with PTSD. Is there anything that you feel that you need to be 
helped with while she’s ongoing?” I  think that would be a 
good idea. (Sally)
Some participants considered that one-to-one or group support would be 
helpful, whilst others displayed ambivalence about such support, 
considering its value as limited, or thinking that the practicalities of 
attending would increase their stress levels. Laura thought that a support 
group would be helpful to normalise and validate her feelings:
It would be helpful just to talk to other people that are in my 
situation..., see how they cope...., be reassured that my 
feelings o f guilt and feelings o f being selfish aren’t unique 
and that I ’m not selfish and I  shouldn’t feel guilty.
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DISCUSSION
This study set out to ask how partners of individuals in mental health 
services experience their partners’ trauma and subsequent PTSD. The 
results showed that partners experience these as an ongoing journey of loss 
and gain. Their journeys were characterised by striving and struggling to 
make sense of the trauma and its ensuing consequences, whilst also 
grappling with the identities of themselves, their partners and relationships 
shifting over time. Participants navigated their ongoing journeys in the 
context of external resources and support from friends, family and 
professionals. These findings will be considered now in relation to relevant 
literature. Implications for both mental health and other services will then be 
outlined and limitations of the study considered, alongside suggestions for 
future research.
Making Sense of the Trauma and Ensuing Consequences
An important feature of participants’ experiences in this study involved 
trying to make sense of the trauma and its myriad of consequences. Time 
seemed to be an important factor in allowing participants to reflect and 
endeavour to understand their experiences. Participants seemed to be at very 
different parts of their journeys. This was not associated with time since the 
trauma: some participants thought their situation had become easier over 
time, whilst others considered time as emphasising how difficult the 
experience had been.
Many participants struggled to understand or empathise completely with 
their partners’ experiences, which at times led to emotions such as 
frustration and guilt. These experiences link with the cognitive model of 
caregiving in psychosis (Kuipers et al, 2010) in that caregiver (or partner)
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appraisals regarding an unwell family member can lead to cognitive, 
affective and behavioural reactions. The model accounts for different 
relationship types underpinned by carer appraisals, whereby the carer either 
places or does not place blame upon their family member. However, the 
findings of the current study indicate that blaming appraisals are more 
complex than these dichotomous categories suggest: partners seemed to 
blame and not blame, understand and not understand concurrently. 
Participants’ accounts suggested it was extremely difficult, perhaps 
impossible, to wholly understand their partners’ experiences. Therefore, 
whilst categorising caregiver appraisals may be helpful to inform 
intervention (Kuipers et al, 2010), caution might be necessary for clinicians 
and researchers, so as not to assume that the given appraisal is absolute and 
active all the time.
In thé process of making sense of their experiences, participants emphasised 
numerous losses, including the loss of their partner and relationship, despite 
still being in the relationship. Sadness and even mourning was expressed 
over these losses and some participants felt they were coping alone with 
such emotions. This supports the literature that grief can arise as a response 
to situations in which something perceived as valuable is lost and that grief 
is an individual and, at times, lonely experience (Murray, 2001).
For some participants, such as Laura, expectations surrounding their life 
course had been shattered. This corresponds with previous theory 
surrounding transitions, which indicates that unfulfilled wishes (or loss of 
something one never possessed) can also be defined as loss, and participants 
may have been grieving previous models of the world, self and future that 
they were compelled to surrender following the trauma (Parkes, 1971). 
Participants’ shattered expectations also relate to theory regarding trauma 
(Janoff-Bulman, 1992), but extend both these aforementioned theories by 
suggesting that it is not only the individual’s assumptive world that can be
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shattered through trauma, and need abandoning and restructuring in order to 
adjust successfully, but that of the partner too.
Several participants experienced diminished social lives: a finding 
consistent with existing quantitative research, which has found reduced 
social relationships and psychological wellbeing in partners of people with 
schizophrenia, depression and anxiety disorders (Angermeyer et a l , 2006). 
It is also consistent with the secondary stressors’ feature of the model of 
Alzheimer’s caregivers’ stress (Pearlin et a l, 1990), which includes 
constriction of social life as a secondary role strain. Studies investigating 
dementia caregiving have found that the more disengaged one’s life 
becomes from social domains, the more likely a caregiver will experience a 
loss of sense of self (Pearlin & Aneshensel, 1994). This research in 
dementia may elucidate a link between two of the master themes in this 
study: how participants made sense of their experiences and diminished 
social realities may have given rise to a loss of sense of self (or shifting 
identity).
A couple of participants perceived positive consequences of the PTSD, 
which can be understood within the concept of posttraumatic growth 
(Tedeschi & Calhoun, 2004). Within this model, people can experience an 
increased appreciation for life, which was described by Eve, and more 
meaningful interpersonal relationships, which was described by Duncan. 
The model focuses on individual growth following trauma, but explains how 
supportive others can aid cognitive processing and assist in growth. Brief 
suggestion is made that vicarious posttraumatic growth can arise. 
Subsequent research investigating this concept has found vicarious growth 
can occur in partners of people with serious physical health problems (e.g. 
Zwahlen et a l, 2010) and professionals working with trauma survivors 
including clinicians (Arnold et a l, 2005) and interpreters (Splevins et a l, 
2010).
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To date, however, no research has investigated posttraumatic growth in 
partners of people with PTSD. Duncan perceived his relationship had 
improved through increased communication with his wife. This included 
talking about the trauma, suggesting that perhaps they had influenced and 
assisted one another’s cognitive processing of the experience (or together 
engaged in “deliberate rumination” according to the model) (Tedeschi & 
Calhoun, 2004) and this had brought them closer together, resulting in 
growth in the relationship. Therefore Duncan’s experiences suggest that 
posttraumatic growth in partners might be an interrelated process, whereby 
one person’s growth interacts with another’s and growth in the relationship. 
Further research into vicarious posttraumatic growth is warranted, including 
if and how partners’ growth might influence one another in a couple system. 
The development of a systemic posttraumatic growth model might be 
appropriate in the future.
Participants knew little about PTSD prior to their own experiences and a 
few shared preconceptions that PTSD only affected military personnel. 
Perhaps this was a consequence of the media’s focus on combat-related 
trauma when depicting PTSD, which highlights its occurrence in military 
contexts, but arguably neglects to enhance the public’s understanding of 
PTSD following non-combat traumas. Thus the media may serve as a point 
of reference for understanding, as the findings of this study indicated, but 
broadening its representation of trauma and PTSD could be helpful. 
Building relationships and working with the media to portray more diverse 
PTSD experiences may help to enhance understanding in both the media 
institution and the public at large. Indeed, the BPS advocates a range of 
benefits from psychologists working with the media, including promoting, 
disseminating and advancing psychological knowledge (BPS, 2007).
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Shifting Identities
A core element of participants’ experiences of trauma and PTSD involved 
experiencing shifts in their identities, including how they perceived 
themselves, their roles and positions in relationships. Participants reported 
various stressors in the immediate aftermath of the trauma itself and in 
coping long-term with its consequences.
The theme of Shifting Identities may be explained from a transitions- 
theoretical perspective, in line with that proposed by Caregiver Identity 
Theory (Montgomery et al.,: 2007) and Marcia’s model of identity 
development (Marcia, 2010). Participants who appeared more adapted to the 
situation, such as Duncan and Eve, could arguably have committed to a new 
set of beliefs, values and goals following disequilibrating circumstances, 
according to Marcia’s model. Others, such as Laura and Sally, were perhaps 
ambivalent or fearful about reformulating their identity construction 
(experiencing foreclosure) and consequently experienced greater distress in 
their current roles. Marcia’s model describes disequilibrating circumstances 
as life events, such as falling in love or loss of a loved one. The findings of 
this study further extend the model by suggesting that the life events of 
someone else, in this case a partner’s traumatic event and PTSD, warrant 
sufficient circumstances to cast one’s identity into disequilibrium. 
Alternatively, participants’ shifts in role could be viewed as an “internal 
psychological change”, which Stephen et al. (1992) argue can also initiate 
identity disequilibrium.
Kerry, Laura and Sally seemed particularly averse to their new caring roles, 
whilst Duncan, Eve and Roy were more accepting of them. The experiences 
of the former three participants support the concept of “role captivity” 
within the dementia caregiving literature, that is feeling obliged to be and do 
something different from how one would prefer to be (Pearlin et al., 1990).
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The role is a secondary intrapsychic strain of caregiver stress that correlates 
with loss of self (Pearlin et a l, 1990) and gives rise to distress and feelings 
of lack of control (Pearlin & Aneshensel, 1994). Whilst the term “role 
captivity” has not been employed with people living with or caring for 
someone with PTSD, this study indicates that similar processes might 
pertain to some partners’ experiences of PTSD.
Further research is warranted to investigate how role captivity might apply 
within the context of PTSD, including the processes by which partners may 
find themselves unwillingly caregiving. Interestingly, it was all women who 
expressed a strong aversion toward their new caring roles and wished to 
surrender them. Arguably, it could be that the role as “carer” contradicts a 
female partner’s sense of identity and partnership more than a male’s, 
because within cultural discourses women might have a stronger desire to 
feel protected by their partner.
A few participants described how their beliefs about themselves, others and 
the world had changed following the trauma and PTSD. This is in line with 
recent preliminary research in PTSD indicating that in addition to the 
influence of individual assumptions and beliefs (Ehlers & Clark, 2000), the 
interaction between husbands’ and wives’ assumptions about the world can 
significantly predict PTSD symptoms (Monson et a l, 2009). Therefore, 
participants’ world assumptions may have interacted with their partners’ in 
influencing the development of PTSD, although this was not investigated in 
the current study.
Consistent with previous research in partners of people with PTSD (e.g. 
Lyons, 2001), participants reported experiencing a vast array of emotions. 
These emotional and psychological consequences of the trauma, which a 
few participants associated with reduced physical health, were akin to the 
impact described in the literature on carer burden in psychosis (Awad &
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Voruganti, 2008) and dementia (Donaldson > rü /., 1998). As participants’ 
journeys were characterised by changes in emotional wellbeing, identity and 
role, it may be helpful for services to be mindful of this in supporting 
partners to manage the transition and feel empowered to make choices 
within their new roles.
Participants also described many instances whereby their emotions seemed 
to mirror their partners’ emotions and PTSD symptoms. This occurred in 
three ways: emotional and physiological responses to stress which 
paralleled, but did not appear to be caused by, partners’ PTSD; emotions 
“rubbing o ff ’ or arising in response to partners’ emotions; avoidance and 
hyper-vigilance arising from attempts to manage the PTSD. These mirroring 
processes indicate the complexities underpinning participants’ emotional 
experiences and might illuminate existing literature on secondary and 
vicarious traumatisation.
The three mirroring processes described by participants will be discussed 
further in relation to the systemic traumatic stress mechanisms proposed 
within the CATS model (Nelson Goff & Smith, 2005). Firstly, participants’ 
reports of emotional and physiological responses to stress may provide 
some empirical support for the chronic stress mechanism proposed in the 
model, whereby living with a person with PTSD can become a chronic 
stressor in itself. Secondly, participants’ reports of emotions “rubbing o ff’ 
may reflect empathy and identification with their partner, resulting in 
internalisation of their symptoms, as proposed within the model. Thirdly, 
participants’ reports of avoidance and hyper-vigilance suggest that partners 
can exhibit PTSD-like symptoms due to conscious (or perhaps unconscious) 
efforts to manage their partners’ PTSD. For example, Laura and Kerry 
reported being hyper-vigilant in an attempt to avoid cues that might trigger 
their partners’ PTSD symptomatology. This particular process does not 
appear to reflect any of the mechanisms of systemic traumatic stress
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proposed by the CATS model and thus may further inform the model, 
alongside further research.
In finding ways to survive their experiences, many participants talked about 
the importance of work and a life outside the house. This is in contrast to the 
model of Alzheimer’s caregivers’ stress (Pearlin et ai., 1990), which 
suggests that job-caregiving conflict is more likely to result in cross­
pressures and dilemmas, rather than beneficial effects. However, it is in line 
with studies of Vietnam veterans’ partners, which have suggested that 
immersing oneself in work is helpful (Lyons, 2001). It also corresponds 
with Pearlin’s later research, which found that for people caring for a parent 
with Alzheimer’s Disease, being employed outside the home was the most 
significant protective factor against experiencing loss of self image and 
depression (Pearlin & Aneshensel, 1994). However, some participants in the 
current study, such as Laura and Kerry, experienced a significant loss of 
their self image despite being employed.
Accessing and Experiencing Outside Resources
Whilst participants experienced considerable changes to their internal 
worlds following their partners’ trauma and PTSD, the outside world was 
experienced as both supportive and unsupportive, accessible and 
unapproachable. Therefore outside resources facilitated and hampered 
participants’ journeys. Research indicates that perceived social support is a 
protective factor against the development of PTSD (Brewin et al., 2000; 
Ozer et ai., 2003) and that partners can be a source of social support 
(Laffaye et ai., 2008). However, no research has specifically investigated 
whether partners’ receipt of social support impacts upon their own ability to 
provide such support.
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The findings of this study indicated that the support available to participants 
was particularly important, as many considered they had lost support from 
their partner. Participants found support from friends, family and colleagues 
helpful in different ways, including practical help in the aftermath of the 
trauma and emotional support in the wake of the PTSD. Similar findings 
have been found in other qualitative research conducted in the USA, where 
talking to friends and family members has been cited as a coping technique 
by female partners of veterans (Lyons, 2001) and students in relationships 
where one partner has experienced trauma (Henry et a i, 2011). However, 
both these studies mentioned the church network, ministers or God as 
helpful, whereas only one participant in the current study mentioned 
spiritual or religious support (church friends) and they were cited as 
explicitly unhelpful and unsupportive.
These two aforementioned studies also overlooked the helpfulness of 
colleagues who were a strong source of support for some participants in this 
study. Accessing support from colleagues has been cited as a coping 
strategy by carers of people with schizophrenia in Taiwan (Huang et al.,
2008). Perhaps differences exist between cultures in terms of where and 
from whom individuals access emotional and social support. Additionally, 
in quantitative research, measures of coping do not necessarily tap into 
specific sources of support. For example, Fortune et a l (2005) assessed 
coping strategies in relatives of people with schizophrenia using the brief 
COPE (Carver, 1997): a 28-item questionnaire with only two items 
assessing use of emotional support from other people in general.
For some participants, practical and emotional support from friends and 
family had reduced over time and yet there was a sense that participants still 
needed ongoing support. Perhaps this reflects social discourses and 
expectations that “time is a great healer”. However, such discourses 
contradict current theory that persistent PTSD results from trauma memories
240
being poorly elaborated and integrated into context; therefore it is not time, 
but memory processing, that is required to overcome PTSD (Ehlers & Clark, 
2000). Such differences between social discourses and clinical experiences 
may hamper support available.
The findings of the current study also further illuminate the processes and 
complexities around seeking support from friends, family, colleagues and 
professionals. Some participants reported that others were not always aware 
of the extent of their problems and so participants’ needs were at times 
neglected. Evidently, if an individual’s support system is not fully aware of 
problems, or does not understand how PTSD can affect partners, offering 
appropriate support becomes a particularly tricky process. Therefore 
increasing the public’s knowledge and understanding about the systemic 
effects of PTSD could facilitate the provision of appropriate social support 
for partners.
Participants described their opinions of sendees and how improving support 
for their partners could have impacted upon themselves. In particular, 
several participants expressed how services had neglected to inform their 
partner of the possibility of PTSD developing, following the traumatic 
event. There was little mention of participants’ own relationships with 
services, other than to express that greater communication and offering 
support to partners might have been helpful. No participants reported having 
been offered direct support from NHS services. Therefore, the findings 
indicate that participants’ needs, particularly psychological and emotional 
needs, were at times overlooked. These ideas and suggestions for services 
will be expanded upon in the following section.
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Implications for Services
Implications for clinical practice
The results of this study suggest ways in which services could further help 
individuals suffering from trauma and PTSD and their partners. Four 
participants reported a particularly long time delay (up to 16 years) between 
their partners’ trauma and PTSD diagnosis (see Table 1). Evidently, earlier 
intervention could have reduced prolonged periods of suffering for couples. 
Early intervention in psychosis has been a major drive over the last decade 
following The NHS Plan (Department of Health, 2000), but PTSD has not 
been recognised as needing similar input from services. Although debriefing 
following trauma is specifically not advocated in the NICE guidelines for 
PTSD (NICE, 2005), Dyregrov and Regel (2012) have pointed out flaws in 
the methodology of debriefing research arid advocate early intervention 
following trauma exposure in the form of “professional psychosocial 
support” (p.287). Aside from this debate, once a person has developed 
PTSD, waiting years for a diagnosis is likely to perpetuate the problem by 
delaying appropriate treatment.
Prior to diagnosis, some participants were unaware of the possibility of their 
partner developing PTSD. If healthcare professionals inform couples about 
the aetiology and symptoms of PTSD (e.g. through verbal or written 
information), the process of seeking and accessing professional support may 
be quicker and easier. In particular, services that deal with physical trauma 
could raise awareness about PTSD and monitor people’s emotional 
wellbeing, alongside their physical health. Perhaps it is the responsibility of 
specialist psychological Trauma Services to increase this awareness 
initially, for example by training and consulting other services in PTSD. 
Additionally, greater communication betweeri clinical services was
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recommended by several participants, in order to integrate otherwise 
disjointed services.
The need to communicate, offer support and involve partners in assessment, 
intervention and evaluation as appropriate was identified by a few 
participants. Through assessment, partners may also be signposted to 
relevant statutory and non-statutory services. The NICE guidelines advocate 
the use of Trauma-Focused Cognitive Behavioural Therapy and Eye 
Movement Desensitisation and Reprocessing in order to treat PTSD in 
adults (NICE, 2005). They acknowledge that traumatic experiences can 
affect whole families and communities and cite testimonies of people with 
PTSD whose relationships have been impacted. However, the guidelines 
state that there is no convincing evidence for the use of family or systemic 
psychotherapy in treating PTSD. Conversely, there is some evidence that 
psychological intervention with couples can be effective, perhaps following 
individualised PTSD treatment, including family therapy (Figley & Figley,
2009), emotionally focused marital therapy (Johnson & Williams-Keeler, 
1998) and relational couple therapy (Mazor, 2004). Further research is 
warranted regarding the involvement of family members in PTSD treatment 
and whether specialist Trauma Services should broaden their remit to 
include family interventions.
The findings of this study indicate that participants experienced a range of 
losses and emotions alongside their partner, but many believed their 
experiences did not warrant such emotions and felt guilty for this, thus 
perpetuating the emotional cycle. Some participants appeared to need 
further support to manage emotionally and so separate intervention for 
partners specifically could be helpful. A one-to-one or group reflective 
space to share these feelings, make sense of them and have them normalised 
might be helpful for some partners. Participants had mixed attitudes toward 
a partners’ support group, but for some it seemed like it would be an
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extremely helpful form of support. Indeed, research in Australia suggests 
that support groups for female partners of Vietnam veterans suffering from 
mental health difficulties, including PTSD, can be very helpful (Outram et 
al., 2009).
Such groups for partners could focus on reducing distress, enhancing coping 
skills and wellbeing, whilst also offering a supportive space to meet others 
in similar positions. Perhaps the process of identity reformulation (Marcia,
2010) could also be facilitated, by helping people come to terms with their 
new roles arising from their unexpected transitional experiences. As 
participants frequently struggled to understand their partners’ experiences, 
verbal and written information or psychoeducation groups for partners 
might be helpful to aid understanding about trauma, its consequences and 
how to support their partners, which in turn might facilitate adjustment.
From an economic perspective, whilst the suggested service developments 
would require necessary resources and clinician time, managing 
psychological distress in partners might have a positive financial impact on 
the NHS in the long-term, by preventing them from entering mental health 
services themselves at a later stage (e.g. due to depression). Therefore, the 
issue of communicating, involving and at times working with partners is not 
simply a systemic issue, but a political and financial one. For individuals 
who may be under considerable stress due to caring responsibilities, but not 
label themselves a “carer” as such, it will be important that terminology and 
political matters do not disqualify them from support.
Implications for broader services
The results of this study also suggest the importance of other organisations 
raising awareness about potential responses to traumatic events, including
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physical health services, the police force and Ministry of Defence. Giving 
people information about what can help to overcome a trauma naturally (e.g. 
draw upon social support, avoid additional life stress) (Brewin ef a/., 2000) 
could be helpful. Results of this study suggest that if different services can 
build more effective working relationships with one another, the experience 
may be perceived as more integrated to the couple and may assist 
individuals’ transitions between services. The concepts of shame and stigma 
appeared several times in participants’ accounts. Increasing public empathy 
and understanding about mental health difficulties and diminishing negative 
perceptions of PTSD is no easy feat, but nevertheless important in the 
endeavour to reduce shame and stigma in society.
Limitations of the Study
The findings of this study should be considered within the context of its 
limitations. The study took place with partners of services users from one 
specialist Trauma Service in London and the sample was limited in its 
diversity. The service sees a very ethnically and culturally diverse 
population, including many refugees and asylum seekers. However, due to 
lack of interpreting resources and trauma complexity, such individuals did 
not meet the study’s inclusion criteria and many of these service users’ 
partners were excluded from the study. As such, all participants in this study 
were white British and therefore the data was limited to this particular 
cultural group. Additionally, the sample would have been more diverse if it 
had contained more men. A quantitative study could investigate gender 
differences in how male and female partners are affected by PTSD. For 
example, differences in emotional responses to role shifts may arise from 
women feeling more pressured into a caring role, due to sociocultural 
expectations (Pearlin & Aneshensel, 1994).
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As this study relied on participants approaching the researcher, partners who 
were not interested in participating may have held different views and 
experienced trauma and PTSD differently from those who participated. For 
example, motivation to take part in the study may have been influenced by 
factors such as emotional distress or level of supportiveness. The study also 
excluded the experiences of people who were no longer in their relationship. 
By not giving voice to these people, the processes by which trauma and 
PTSD might influence relationships ending may have escaped the scope of 
this research.
Future Research
In order to provide a more complete understanding of how partners 
experience trauma and PTSD, including positive experiences and how 
partners negotiate such transitions, it would be useful to replicate this study 
with a variety of other groups. Such replications should include different 
ethnic and cultural groups and partners of people who have suffered 
prolonged type 2 traumas, including refugees and asylum seekers who have 
frequently survived imprisonment and torture (Tsangarides, 2012). 
Prolonged exposure to repeated trauma can give rise to more complex PTSD 
presentations (Herman, 1992) and so the impact on partners and 
relationships may be different. Future research could also further investigate 
the systemic impact of trauma and PTSD beyond partners, including 
children, siblings, parents, extended families, friends and communities.
Male partners are a highly under-researched group in PTSD research. 
Further research is required to investigate how men perceive trauma and 
PTSD to impact upon themselves and their relationships. Additionally, no 
research to date has investigated the impact of PTSD on gay relationships or 
partners, even though there is some suggestion that lesbian, gay and
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bisexual people may be at greater risk of exposure to trauma and PTSD 
compared to heterosexuals (Roberts et a l, 2010). The current study included 
one lesbian participant, but further researches necessary into how people in 
gay relationships experience trauma and PTSD.
This qualitative study has illuminated understanding of some preceding 
literature and revealed new insights into the effects of trauma and PTSD on 
partners in the UK. The suggestions generated from the data could be 
trialled and evaluated in specialist Trauma Services, as well as other 
primary and secondary psychology services. Further research is necessary to 
extend its findings and investigate, evaluate and inform the ways in which 
services can provide appropriate and culturally-sensitive support to families 
of people with PTSD.
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Rationale behind the search and selection o f literature
This appendix aims to outline the rationale behind both the literature search 
and the subsequent selection of this literature that was included in the 
Introduction section. Particular consideration will be given to the literature 
within the sections Understanding Stressful Life Transitions and The 
Systemic Impact o f Mental Health Problems on Families, as these sections 
are broader and therefore a more detailed justification of literature selection 
is arguably warranted, compared to other sections in the Introduction, 
whereby the literature base is narrower. Examples will be given to help 
outline how literature was searched and selected over alternative literature.
Selection of Search Terms
The list of search terms was developed, based on the research question and 
themes that emerged in the analysis. As the researcher read and became 
familiar with the literature, further search terms were developed. In addition, 
further literature was searched subsequently, for example in relation to 
vicarious posttraumatic growth, when the discussion was written. However, 
these latter search terms are not usually included in the introductory sections 
of research articles and so the search terms cited on p.7 refer to literature 
searched in order to write the Introduction only.
Understanding Stressful Life Transitions
A transitions and identity theoretical perspective was privileged over 
alternative theories, because these were considered to correspond, illuminate 
and be illuminated by the results more so than alternative theories. This was 
for various reasons. Firstly, the concept of transitions indicates some kind of
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change. This was consistent with how participants experienced trauma and 
PTSD as an ongoing journey of loss and gain, that is, they perceived 
ongoing changes in their understanding, their sense of self, relationships and 
support from others.
Secondly, these theories acknowledged the possibility of positive 
consequences arising from adverse life events (Marcia, 2010; Parkes, 1971). 
This accorded with both the results (e.g. Duncan and Eve reported positive 
consequences of their partners’ trauma and PTSD) and some trauma theory, 
such as the posttraumatic growth model by Tedeschi and Calhoun (2004). 
Therefore, it was considered important to highlight these theories, as many 
other theories and concepts prevalent in the literature (including some 
described in subsequent sections of the Introduction) focus on the negative 
consequences o f mental health difficulties with limited acknowledgment of 
any potential positive effects. These include the concept of carer burden 
(e.g. A wad & Voruganti, 2008) and the stress-coping model (Folkman & 
Lazarus, 1985). The stress-coping model has been used as a framework in 
the psychosis literature (e.g. Joyce et a l, 2003). However, description of 
this model was excluded from the Introduction, because it was considered 
less relevant compared to other models described. The model emphasises 
the negative effects of caring, such as caregiving difficulty and carer 
morbidity, and postulates that carer appraisals interact with the carer’s 
coping abilities to determine carer distress.
Finally, the identity theories described in this section (Montgomery et al., 
2007; Marcia, 2010) stipulate that identity is a dynamic entity that can be 
affected by various events or processes. This fitted with the results of the 
current study and the master theme, Shifting Identities. \X is in contrast to a 
more realist view of identity. For example, personality theorists, such as 
Costa and McCrae (1992), view the self as a relatively stable concept 
(particularly once the person has reached adulthood), made up of certain
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personality traits. Similarly, social identity theory (Tajfel, 1981) was 
considered less relevant than theories by Marcia (2010) and Montgomery 
and colleagues (Montgomery et al., 2007), because this theory views people 
as members of social groups or categories, and these social categorisations 
are internalised to define the self, so that identity is embedded within the 
social category. Such social processes did not appear relevant to the current 
study, which explored individuals’ experiences. (Although social processes 
may be relevant for other qualitative studies exploring trauma, for example, 
in research exploring refugees’ experiences of trauma and employing a 
grounded theory methodology). Therefore, the identity theories that seemed 
more relevant to the results were privileged over alternative identity 
theories.
The Systemic Impact of Mental Health Problems on Families
From discussions with supervisors, service users and carers, given that the 
literature on the systemic effects of trauma and PTSD was limited, it was 
deemed important to consider the effects of other mental health difficulties 
on partners. This was in order to contextualise partners’ experiences of 
trauma and PTSD, as explored in this study, with partners’ experiences of 
other mental health difficulties. A literature search of both general mental 
health and specific mental health difficulties indicated that the effects of 
dementia and psychosis on families were by far the most commonly 
investigated mental health difficulties. Therefore, research and theory 
regarding these were focused upon in the Introduction and then later 
discussed in relation to the results of the current study. An overview of the 
impact of other, less researched, mental health difficulties on partners and 
families was outside the remit of the study (due to space limitations).
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Summary
In summary, broader literature was searched and read, in addition to the 
literature covered in the Introduction, but theories and research considered 
less relevant in the context of this study and its results were not included. 
This is in accordance with IPA guidelines, which describe the Introduction 
not as an exhaustive literature review, but as providing selective background 
information about the research in a particular area, for readers to be able to 
make sense of the study, as well as providing a theoretical and 
methodological rationale (Smith et a l, 2009).
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Appendix B
Evidence of service user and carer involvement
Written feedback following a Service User and Carer panel 
meeting, which discussed materials and ethical considerations
for the study
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Written feedback following a 
Service User and Carer panel meeting
U N IV E R S IT Y  O F
SURRFY
P s y c h D  C l i n i c a l  P s y c h o l o g y
D ep artm en t o f  P sychology
D r  F i o n a  W a r r e n  
R e s e a r c h  D i r e c t o r  
L e c t u r e r  i n  P s y c h o l o g y  
U n i v e r s i t y  o f  S u r r e y  
G U 2 7 X H
1 5 " ’ A p r i l  2 0 1 1
D e a r  R o s i e ,
Re: Feedback from our Service User and Carer meeting on your MRP:
Partners ' experiences o f trauma and posttraumatic stress
T h a n k  y o u  v e r y  m u c h  f o r  p r e s e n t i n g  y o u r  p r o p o s e d  r e s e a r c h  t o  t h e  m e e t i n g  
o n  1 5 lh  M a r c h .  W e  t h o u g h t  y o u r  p r o p o s a l  a  v e r y  i n t e r e s t i n g  t o p i c  b u t  a  
c h a l l e n g i n g  o n e  t o  r e s e a r c h !  P l e a s e  f i n d  b e l o w  o u r  s u m m a r y  o f  t h e  
d i s c u s s i o n  w e  h a d  w i t h  y o u  a n d  o u r  t h o u g h t s  f o l l o w i n g  t h i s .  W e  h o p e  t h e s e  
a n d  t h e  d i s c u s s i o n  a t  t h e  m e e t i n g  h a v e  b e e n  a n d  w i l l  b e  h e l p f u l  a n d  w i s h  y o u  
l u c k  w i t h  y o u r  p r o j e c t .
O u r  f e e d b a c k :
I s  t h e  l e t t e r  t h e  f i r s t  s t a g e  o r  w i l l  i t  d e f i n i t e l y  b e  t h a t  t h e  c a r e - c o - o r d i n a t o r  
w h o  t a l k s  t o  t h e  p e r s o n  a n d  i n t r o d u c e s  t h e  i d e a  o f  t h e  r e s e a r c h  p r o j e c t  f i r s t ?  
W e  s u g g e s t  i t  i s  t h e  l a t t e r  a s  t h e  l e t t e r s  c u r r e n t l y  r e a d  a s  i f  y o u  h a v e  b e e n  
g i v e n  a  c o n s i d e r a b l e  a m o u n t  o f  p e r s o n a l  i n f o r m a t i o n  a b o u t  t h e  i n d i v i d u a l s  
p r i o r  t o  t h e m  a g r e e i n g  t o  p a r t i c i p a t e  i n  t h e  r e s e a r c h .  W o u l d  i t  b e  p o s s i b l e  f o r  
a l l  c l i e n t s  t o  b e  g i v e n  a n  i n t r o d u c t o r y  l e t t e r  w i t h  t h e  e x c l u s i o n / i n c l u s i o n  
c r i t e r i a  a n d  a s k e d  t o  t a k e  a  p a c k  f o r  t h e i r  p a r t n e r  i f  t h e y  f i t  t h e m ?
D e f i n e  p a r t n e r  f o r  p e o p l e  p e r h a p s  b y  u s i n g  a  f o o t n o t e .
T h e  i n t e r v i e w  s c h e d u l e  i s  v e r y  p e r s o n a l  a n d  m a y  v e r y  w e l l  g e n e r a t e  d i s t r e s s  
a n d  y o u  c o u l d  t h i n k  a b o u t  h o w  y o u  c l o s e  t h e  i n t e r v i e w  d o w n .  W e  l i k e d  t h e  
i d e a s  y o u  h a d  a b o u t  g u i d i n g  p e o p l e  t o  s u p p o r t  t h e m s e l v e s  a r o u n d  t h e  
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We were keen that you were prepared to handle the degree o f distress that 
might emerge, it will be important to put a system in place for you to reflect 
on the impact o f the interviews on you so we were pleased to hear about the 
plans for a diary and for using supervision.
It is good that you have thought about keeping a separation between your 
research interviews and your clients and that you wouldn’t interview partners 
of clients you see if  you are on placement at the service.
We would suggest you include asking how the interview has been for people 
at the end o f the interview schedule to make sure that you do always ask it. 
This way, handling the signposting (e.g. Samaritans) can be done more 
sensitively and appropriately to the individual. Perhaps you also need to 
double-check what some of the signpost organisations you recommend 
actually offer as we think there may be less support available than seems to 
be implied. Also look for more local resources to direct people to and include 
the GP.
We would suggest you ensure that you are available by phone -  possibly by 
obtaining a cheap sim card for use in this study for participants to ask 
questions about the study prior to agreeing to participate.
With kind regards,
Dr Fiona Warren
On behalf o f the panel meeting.
Panel members: 
Fiona Warren
Barbara Riddell;
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Ethical approval from National Research Ethics Service 
Ethical approval from University o f Surrey Faculty ofArts and
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Ethical approval from National Research Ethics Service
National Research Ethics Service
NRES C om m ittee L ondon -
T e l e p h o n e :
F a c s i m i l e :
16 May 2011
Miss Rosie Fowling
Trainee Clinical Psychologist
Surrey and Borders Partnership NHS Foundation Trust
Department of Psychology
AD Building, University of Surrey
Guildford, Surrey
GU2 7XH
Partners* E xperiences of Traum a and Posttraum atic 
S tress: An Interpretative Phenom enological Analysis in 
th e  UK 
11/LO/0526 
N/A
The Research Ethics Committee reviewed the above application at the meeting held on 10 
May 2011. Thank you for attending to discuss the study.
Ethical opinion
In discussion, the Committee noted the following ethical issues.
1. It was not clear why the raw data was to be kept for 5 years. Following discussion it 
was assum ed this was University policy.
2. The role of the MIND representative required clarification
3. It was not entirely clear who was being interviewed, who are the participants and 
who are the patients. It should be clear that the partners are being interviewed,
4. The limits of confidentiality required clarification should a participant disclose 
information of a  distressing nature.
5. The link to another study (Question A5.2 in IRAS) required clarification
You w ere invited into th e  m eeting room  to  d iscusS  the application
The committee asked if you would be speaking to the partners of your own patients? You 
said you found out only last week that your next placement would be within the sam e 
service, but you would not be interviewing the partners of anyone you worked with, they 
would not be recruited into the study.
The committee asked about the link to another study. You confirmed that only anonymous 
data from both studies would be compared and this would be after the interviews had been 
transcribed. You confirmed that only you would be undertaking the task of transcribing the 
data.
This Research Ethics Committee is an advisory committee to London Strategic Health Authority 
The National Research Ethics Service (NRES) represents the NRES Directorate within 
the National Patient Safety Agency and Research Ethics Committees in England
Dear Miss Fowling 
Study title:
REC reference: 
Protocol num ber:
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You described  in detail the role of the  MIND representative. You believed it w as helpful to 
provide a  nam ed representative and  it would provide additional choice should follow up 
support be required by the participant.
T he different m ethods of obtaining consent/implied consen t w ere d iscussed . The 
com m ittee ask ed  if the person who had been  traum atised n eed ed  to give perm ission for 
their partner to talk to you. You said b ecau se  the partner is not a  ‘service user' in their own 
right of the  traum atic s tre ss  unit, but will be  introduced to you via the  patient, this would form 
implied consen t on the  part of th e  service user.
The m em bers of the  Com m ittee p resen t gave a favourable ethical opinion of the above 
research  on the  basis described  in the application form, protocol and supporting 
docum entation, subject to th e  conditions specified below.
E thical rev iew  o f re se a rc h  s i te s  
NHS Sites
T he favourable opinion applies to all NHS sites taking part in the study, subject to 
m anagem ent perm ission being obtained from the NHS/HSC R&D office prior to the start of 
the study (se e  “Conditions of the  favourable opinion” below).
C o n d itio n s  o f  th e  fav o u ra b le  o p in ion
T he favourable opinion is subject to the following conditions being m et prior to  the start of 
the study.
P le a se  a d d  th e  fo llow ing s e n te n c e  to  th e  C o n se n t Form
1 ag ree  to the interview being audio recorded and the data  being kept for 5 y ea rs’.
M anagem ent perm ission or approval m ust be obtained from each  host organisation prior to 
the start o f the study at the site concerned.
Management pennission (“R&D approval”) should be sought from all NHS organisations 
involved in the study in accordance with NHS research governance arrangements.
G uidance on applying for NHS perm ission for re search  is available in the  Integrated 
R esearch  Application System  or at http://www.rdforum.nhs.uk.
Where a NHS organisation’s role in the study is limited to identifying and referring potential 
participants to research sites (“participant identification centre"), guidance should be sought 
from the R&D office on the information it requires to give permission for this activity.
For non-NHS sites, site management permission should be obtained in accordance with the 
procedures of the relevant host organisation.
Sponsors are not required to notify the Committee of approvals from host organisations
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It is responsibility of the  sp o n so r to ensu re  tha t all the  conditions are  complied with 
before the  s ta rt of the study o r its initiation a t a  particular site (as applicable).
You should notify the REC in writing once all conditions have been m et (except for 
site  approvals from h o st organisations) and provide copies of any revised 
docum entation with updated version num bers. Confirmation should also  be provided 
to h o st o rganisations together with relevant docum entation
Approved docum ents
The docum ents reviewed and approved at the meeting were:
Document / 'c  ' Version Date
Evidence of insurance or indemnity dated 5th 
July 2010
Interview Schedules/Topic Guides 6 25 March 2011
Investigator CV Rose
Fowling
01 April 2011
Letter of invitation to participant 6 25 March 2011
Other: cover letter to service user 6 25 March 2011
Other; relevant demographic questions 6 25 March 2011
Other: Evidence of Service User and Carer involvement 1 25 March 2011
Other CV Academic Supervisor
Participant Consent Form 2 25 March 2011
Participant Information Sheet: PIS and Response Slip for Partners 
in direct contact with services
6 25 March 2011
Participant Information Sheet: PIS and response slip for partners not 
in direct contact with services
6 25 March 2011
Protocol 8 18 October 2010
REC application 1 25 March 2011
Referees or other scientific critique report Minutes from
Major
Research
Project
Proposal
Review
meeting
14 November 2010
M embership of the  Comm ittee
The m em bers of the Ethics Committee who were present a t the m eeting are  listed on the 
attached sheet.
Statem ent of com pliance
The Committee is constituted in accordance with the Governance A rrangem ents for 
R esearch  Ethics Com m ittees (July 2001) and complies fully with the Standard Operating 
P rocedures for R esearch  Ethics Committees in the UK.
After ethical review
Now that you have com pleted the  application process p lease  visit the National R esearch 
Ethics Service w ebsite > After Review
You are  invited to give your view of the service that you have received from the National
274
R esearch Ethics Service and the application procedure. If you wish to m ake your views 
known please u se  the feedback form available on the website.
The attached document "After ethical review -  guidance for researchers” gives detailed 
guidance on reporting requirements for studies with a favourable opinion, including:
• Notifying substantial am endm ents
• Adding new sites and investigators
• Progress and safety reports
• Notifying the end of the study
The NRES website also provides guidance on these  topics, which is updated in the light of 
changes in reporting requirements or procedures.
We would also like to inform you that we consult regularly with stakeholders to improve our 
service, if you would like to join our Reference Group please email 
referenceqroup@ nres.npsa.nhs.tik.
I 11/LO/Q526 Please quote this num ber on all correspondence |
With the Committee’s best wishes for the success of this project 
Yours sincerely
"     .
C hair
Email:
Enclosures: List of names and professions of members who were present at the
meeting and those who submitted written comments 
“After ethical review-guidance for researchers" [SL-AR2]
Copy to:
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NRES Comm ittee London - 
A ttendance a t Comm ittee m eeting on 10 May 2011
Com m ittee M embers:
Name Profession Present Notes
Mr Senior Lecturer Yes
Mrs Translator Yes
Mr Chief Pharmacist Yes
Mr Retired Yes
Dr Consultant Anaesthetist Yes
Miss Barrister No
Dr Consultant
Haematologist
Yes
Mr Retired Financial 
Services Compliance 
Officer
Yes
Dr Clinical Psychologist No
Ms Consultant Psychologist Yes
Ms Administrator Yes
Mrs Co-ordinator Yes
■ Miss ... .......... .... .Chief Pharmacist Yes
Laboratory Manager No
Mrs Lecturer Yes
Retired IT Consultant No
Written com m ents received from:
Name Position
Ms Consultant Psychologist
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NRES Committee London -
Telephone:
Facsimile:
16 May 2011
Miss Rosie Fowling
Trainee Clinical Psychologist
Surrey and Borders Partnership NHS Foundation Trust
Department of Psychology
AD Building, University of Surrey
Guildford,
Surrey 
GU27XH
Dear Miss Fowling
Study title: Partners’ Experiences o f Trauma and
Posttraum atic Stress: An Interpretative 
Phenom enological Analysis in the UK  
REC reference: ll/L O /0526
Thank you for your e-mail dated 24th May 2011. I can confirm the REC has 
received the documents listed below as evidence of compliance with the approval 
conditions detailed in our letter dated 16th May 2011. Please note these documents 
are for information only and have not been reviewed by the committee.
Documents received
The documents received were as follows:
Document Version Date
Participant Consent form 3 25/05/2011
ll/L O /0 5 2 6  Please quote this num ber on all correspondence
Yours sincerely
Mrs.
Comm ittee Co-ordinator
E-mail
Copy to: [Sponsor's UK contact]
[R&D office for N H S care organisation at lead site]
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Ethical approval from University o f Surrey Faculty o f Arts and
R osie  Fowling
T ra in ee  Clinical P sycho log is t  
D ep ar tm en t  of P sycho logy  
University of Surrey
7th J u n e  2011
D ear  R osie
Reference: 625-PSY-11 (NHS approved)
Title of Project: Partners’ Experiences of Trauma and Post-Traumatic 
Stress: An Interpretative Phenomenological Analysis in the UK
T h an k  you for your subm iss ion  of th e  a b o v e  proposal.
T h e  Faculty  of Arts an d  H u m an  S c ie n c e s  Ethics C om m ittee  h a s  now given 
a  favourab le  ethical opinion.
If th e re  a re  an y  significant c h a n g e s  to your p roposa l which require  further 
scrutiny, p le a s e  co n tac t  th e  Faculty Ethics C om m ittee  befo re  p roceed ing  
with your Project.
Y ours  s incerely
Human Sciences
UNIVERSITY OF
#  SURREY
Dr
Deputy Chair: Faculty of Arts and Human Sciences 
Ethics Committee 
University of Surrey
Faculty of
Arts and Human Sciences
Guildford, Surrey GU2 7XH UK
T: +44 (0)1483 689445 
F: +44 (0)1483 689550
www.surrey.ac.uk
Dr
D eputy  Chair
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Faculty of Arts and Human Sciences
Ethics Committee
Chair’s Action
Ref:
Name of Student:
Title of Project:
Supervisor:
Date of submission:
The above Project has received a favourable ethical opinion from the 
NHS and expeditious favourable ethical opinion has now been 
granted by the Faculty of Arts and Human Sciences Ethics 
Committee.
Signed:____________
Dr
Deputy Chair
Dated:
625-PSY-11 (NHS Approved)
ROSIE FOWLING
Partners7 Experiences of Trauma 
and Post-Traumatic Stress: an
Interpretative Phenomenological 
Analysis in the UK
DR DORA BROWN
07 JUNE 2011
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Approval from relevant NHS trust Research and Development 
committee
Miss R osie Fowling
GlZ Z S
Mental Health NHS Trust
Research and Development 
Acting Director Dr
R & D  C o - o r d i n a t o r :
E - m a i l :
25M ay2011
D ear Rosie,
Research Title: Partners’ experiences of trauma and post-traumatic stress:
an interpretative phenomenological analysis in the UK 
Principal Investigator: Miss Rosie Fowling
Project reference: PF482
Sponsor: University of Surrey
Following various d iscu ssio n s your study h a s  now b een  aw arded  resea rch  approval. 
P lease  rem em ber to  quote the  above  project reference num ber on any future 
correspondence  relating to  this study.
P lease  note that, in addition to ensuring th a t the  dignity, sa fety  and  well-being of 
participants a re  given priority a t all tim es by the  re sea rch  team , host site  approval is 
subject to th e  following conditions:
In addition to ensuring  th at th e  dignity, safety  and well-being of participants a re  given 
priority a t all tim es by th e  resea rch  team , you need  to en su re  the following:
■ T he Principal Investigator (PI) m ust en su re  com pliance with th e  resea rch  protocol and 
advise  th e  host of any change(s) (eg. patient recruitm ent or funding) by following the
agreed  p ro ced u res for notification of am endm en ts. Failure to  comply m ay result in
im m ediate w ithdrawal of host site  approval.
■ Under the  term s of th e  R esearch  G overnance Fram ework, th e  PI is obliged to report 
any ad v erse  ev en ts  to th e  R esearch  Office, a s  well a s  th e  REC, in line with th e  protocol 
and  sp o n so r requirem ents. A dverse even ts m ust a lso  b e  reported  in acco rd an ce  with 
the  Trust A ccident/incident Reporting Procedures.
■ T he PI m ust e n su re  appropriate  p rocedures a re  in place to action urgent safety  
m easu res.
• T he PI m ust en su re  th e  m ain tenance of a  Trial M aster File (TMF).
Terms and conditions o f  Approval, version 1.1 25/05/2011
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« The PI m ust ensu re  that all nam ed staff are compliant with the  Data Protection Act,
Human T issue Act 2005, Mental Capacity Act 2005 and all other statutory guidance 
and legislation (where applicable),
■ The PI m ust comply with the  Trust's research auditing and monitoring processes. All 
investigators involved in ongoing research may be subject to a Trust audit and may be 
sen t an interim project review form to facilitate monitoring of research  activity.
• The PI m ust report any c a se s  of suspected research  misconduct and fraud to the 
R esearch Office.
» The PI m ust provide an annual report to the R esearch Office for all research  involving 
NHS patients, Trust and resources. The PI m ust also notify the  R esearch  Office of any 
presentations of such research  a t scientific or professional m eetings, or on the event of 
papers being published and any direct or indirect impacts on patient care. This is vital 
to ensure  the quality and output of the research for your project and the Trust a s  a 
whole.
» Patient co n tac t Only trained or supervised researchers holding a  Trust/NHS contract 
(honorary or substantive) will be allowed to m ake contact with patients.
« Informed consent: is obtained by the lead or trained researcher according to the 
requirements of the  R esearch  Ethics Committee. The original signed consent form 
should be  kept on file. Informed consent will be  monitored by the Trust a t intervals and 
you will be  required to provide relevant information.
■ Closure Form: On completion of your project a closure form will be  sen t to you 
(according to the end date  specified on the R & D database), which needs to be 
returned to the R esearch  Office.
» All research carried out within South W est London & S t G eorge’s  Mental Health NHS 
Trust m ust be in accordance with the principles se t out in the Departm ent of Health’s 
R esearch G overnance Framework for Health and Social C are 2005 (2nd edition).
Failure to comply with the conditions and regulations outlined above constitutes research
m isconduct and the R esearch Office will take appropriate action immediately.
P lease  note, however, that this list is by no m eans exhaustive and rem ains subject to
change in response  to new relevant statutory policy and guidance. If you have any queries
regarding the above points p lease  contact m e on e-mail:
Yours sincerely,
Research & Development Co-ordinator
On behalf of the Research & Development Committee.
Terms and conditions o f Approval, version 1.1 25/05/2011
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Appendix D
Materials used to complete the interview process
Consent form 
Demographic questions 
Interview schedule
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Consent form
SURREY
UNIVERSITY OF
Consent Form
•  I vo luntarily  a g re e  t o  ta k e  p a r t  in t h e  s tu d y  on  
date)
(enter
•  I h av e  read  and  u n d e r s to o d  th e  In fo rm ation  S h e e t  p rov ided .  I have  
b e e n  given a full ex p lan a tio n  by t h e  re s e a rc h e r  o f  t h e  n a tu re ,  p u rp o se  
an d  likely d u ra t io n  o f  t h e  in terv iew , an d  w h a t  I will be  ex p e c te d  t o  do. 
I h av e  b e e n  adv ised  a b o u t  any  em o tio n a l  d isco m fo r t  which m ay  resu lt  
from  tak ing  p a r t  in th is  s tudy . I h av e  b e e n  given t h e  o p p o r tu n i ty  to  ask 
q u e s t io n s  on all a sp e c ts  o f  t h e  s tu d y  and  h av e  u n d e r s to o d  t h e  advice 
an d  in fo rm atio n  given as a result.
•  I shall inform  t h e  r e s e a rc h e r  im m ed ia te ly  if I feel u p s e t  o r  be lieve  I 
n e e d  add itional su p p o r t .  I u n d e r s ta n d  th a t  I can o b ta in  s u p p o r t  f rom  
b o th  w ith in  NHS serv ices  an d  o u ts id e  s u p p o r t  g roups .
•  I u n d e r s ta n d  t h a t  all p e rso n a l  d a ta  re la ting  to  p ar t ic ip an ts  is held  an d  
p ro c e s se d  in t h e  s t r ic te s t  con f idence ,  an d  in a c c o rd a n c e  w ith  t h e  Data 
P ro tec t io n  Act (1998). I u n d e r s ta n d  t h a t  any  d o c u m e n ta t io n  p ro d u c ed  
as a re su lt  o f  t h e  s tu d y  will be  to ta lly  an o n y m o u s .
•  I a g re e  t o  t h e  in terv iew  being  au d io  re c o rd e d  an d  t h e  d a ta  be ing  k ep t  
fo r  5 years ,  following which it will b e  d e s t ro y e d .
•  I u n d e r s ta n d  t h a t  I am  f r e e  t o  w i th d ra w  fro m  t h e  s tu d y  a t  any  t im e  
b e fo re ,  during  o r  up to  a m o n th  a f te r  t h e  in terv iew . I will n o t  n e e d  to  
justify  m y decision and  it will n o t  in any  w ay  affec t  t h e  s ta n d a rd  o f  ca re  
o ffe red  to  m e, m y p a r tn e r  o r  family by NHS services.
•  I u n d e r s ta n d  t h a t  I will b e  fully re im b u rse d  fo r  any  trave l  t o  an d  from  
t h e  place  o f  in terview , including any  park ing  costs .  I will n e e d  to  sh o w  
trave l  o r  park ing  rece ip ts  to  verify t h e s e  ex p e n se s .  I u n d e r s ta n d  th a t  
m ileage  will be  paid a t  45 p en c e  p e r  mile.
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•  I confirm  th a t  I have  read  an d  u n d e r s to o d  th e  ab o v e  an d  free ly  c o n s e n t  
to  p a r t ic ip a te  in th is  study . I h av e  b e e n  given a d e q u a te  t im e  to  
c o n s id e r  my partic ipa tion .
N a m e  o f  p a r t ic ip a n t  (BLOCK CAPITALS) .............  ..............................................
S ig n e d   ............................. ................................. .............................
D ate  .......................................................................................................................................
N a m e  o f  r e s e a r c h e r  tak in g  c o n s e n t  (BLOCK CAPITALS)
Signed
D ate
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Demographic questions
Demographic characteristics to be completed in person with 
participants:
• Age
e Gender 
e Ethnicity
• Employment
• Marital status (cohabiting/engaged/married)
• Number of children
• Ages and gender of children
Other questions:
• What was your partner’s ‘traumatic event’ (broad description)?
For the following questions, construct a timeline with the participant i f  this 
enables easier responding:
• How long ago did he or she experience this event?
• When was he or she diagnosed with PTSD?
• For how long do you think he or she had actually been experiencing 
PTSD?
• How long had you been in a relationship with your partner when the 
event occurred?
• How long have you been in a relationship with your partner 
altogether?
• How long has your partner been seen within mental health services?
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Interview schedule
1. Would you mind telling me a bit about the circumstances in which 
you and your partner met?
2. How was life for you and your partner before the event happened?
3. Would you mind telling me a bit about how life is for you and your 
partner at the moment?
4. Looking back, how has your relationship with your partner 
developed since you met him/her?
5. How do you see your life in the future?
6. Overall, how do you see what has happened?
7. Would you mind telling me what treatment your partner has received 
and what is your opinion of the services you have both been offered?
8. If a friend of yours went through a similar experience with their 
partner, what advice might you give them?
9. We are coming towards the end of the interview now, how did you 
find the experience and how are you feeling now?
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Appendix E
Information given to service users (where applicable) and
partners
Cover letter for service users (applicable when partner not in 
direct contact with the service)
Cover letter for partners
Participant information sheet for partners not in direct contact
with the service
Participant information sheet for partners in direct contact with
the service
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Cover letter for service users
(applicable when partner not in direct contact with the service)
I am  a Clinical Psychologist w ork ing  a t  t h e  T rau m a  Service a t  XX. I am  
w orking  on  a p iece  o f re sea rch  t h a t  is be ing  c o n d u c te d  by a T ra inee  Clinical 
Psychologist/  Rosie Fowling, a t  t h e  University o f  Surrey  and  w e  are  
w o n d e r in g  if you could  help us w ith  th is?  The re sea rch  a im s to  exp lo re  th e  
ex p e r ien ces  o f  partners11 o f  p eo p le  w h o  h av e  b e e n  th ro u g h  a t ra u m a tic  
ev en t .  I am  w riting to  you b e c a u s e  I u n d e r s ta n d  th a t  you a re  in a 
re la tionsh ip  an d  living w ith  s o m e o n e  and  I w ould  like to  invite your partner 
to  tak e  p a r t  in an in terv iew  as p a r t  o f  o u r  re sea rch .
T h ere  has  b e e n T it t le  re sea rch  th a t  has  exp lo red  p a r tn e rs '  ex p e r ien ce s  o f 
t r a u m a  and  p o s t t ra u m a t ic  s tress .  W e  h o p e  o u r  re sea rc h  will help NHS 
services to  im p ro v e  t h e  service th e y  offer  to  service u se rs  and  th e ir  
p a r tn e rs .
P lease  find en c lo sed  an  In form ation  S h e e t  fo r  yo u r  p a r tn e r  t h a t  gives full 
de ta ils  a b o u t  w h y  w e  a re  do ing  th is  re sea rch ,  w hy  w e  w ould  like your  
p a r tn e r  t o  p a r t ic ip a te  and  w h a t  it w ould  involve.
If yo u r  p a r tn e r  d o e s  ta k e  p a r t  in t h e  study , it is im p o r ta n t  t h a t  th e y  a re  
eligible. The criteria  fo r  tak ing  p a r t  a re  ou tl ined  in t h e  In fo rm ation  S h e e t  (in 
t h e  sec tion  'W hy have  you b e e n  ch o sen ? ') .  If you believe t h a t  y o u r  p a r tn e r  
d o e s  n o t  m e e t  t h e  criteria, p lease  ac cep t  my apo log ies  an d  th a n k  you for 
read in g  th is  le t te r .
It is im p o r ta n t  t h a t  b e fo re  y o u r  p a r tn e r  is in te rv iew ed , b o th  you and  your 
p a r tn e r  give perm iss ion  fo r  him o r  h e r  to  ta k e  p a r t  in t h e  study. I 
r e c o m m e n d  t h a t  you read  t h e  In fo rm ation  S h ee t  en c lo sed  fo r yo u r  p a r tn e r  
an d  give it a t  leas t  24 h o u rs  b e fo re  m aking your decision. If you  d o  give
11 I know that people understand the word ‘partner’ in different ways. In this piece of research, 
the word ‘partner’ is used to describe any person who considers themselves to be married or 
living together as a couple, husband, wife, boyfriend, girlfriend, fiancé, lover or other.
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your permission, please pass the enclosed Information Sheet and letter to 
your partner, so that he or she can decide if this research is for them.
If y o u r  p a r tn e r  d o e s  d ec id e  t o  t a k e  p ar t ,  you  w ou ld  both  h av e  t h e  right to  
w i th d ra w  any  o f  t h e  in fo rm atio n  given e i th e r  be fo re ,  during  o r  up  to  o n e  
m o n th  a f te r  t h e  in terview , an d  t h e  in fo rm ation  will th e n  n o t  b e  u sed  in o u r  
re sea rc h .  You can do  th is  by em ailing  o r  w riting t o  Rosie using t h e  deta ils  
below .
I w o u ld  g rea tly  value  y o u r  p a r tn e r 's  par tic ipa tion  in o u r  re sea rch .  H ow ever, 
if e i th e r  o f  you d ec ide  t h a t  th is  is n o t  fo r  you, I w ou ld  like to  re a s s u re  you 
t h a t  th is  will n o t  a ffec t  any  t r e a t m e n t  o r  ca re  t h a t  you , y o u r  p a r tn e r  o r 
family rece ive  from  us o r  any  o th e r  NHS service, e i th e r  n o w  o r  in th e  
fu tu re .
I h o p e  t h e  In fo rm ation  S h e e t  a n sw e rs  s o m e  o f  y o u r  q u es t io n s .  If t h e r e  is 
an y th in g  e lse  w e  can help  you  w ith , p lease  do  n o t  h e s i ta te  to  c o n ta c t  m e  
(using t h e  de ta i ls  below ) o r  t h e  re sea rc h e r ,  Rosie Fowling. W e  w o u ld  b o th  
b e  very  h ap p y  to  ta lk  t o  you.
Rosie 's  de ta i ls  a r e  as follows:
Email: ( fa s te s t  m e th o d  o f  co n tac t)
A ddress:
Rosie Fowling
T ra in ee  Clinical Psychologist
D e p a r tm e n t  o f  Psychology
Faculty o f  Arts and  H um an Sciences
AD Building
University o f Surrey
Guildford
G.U2 7XH
Tel.: XXX (please leave a m essage with XX, Clinical Psychology Programme 
Administrator, or on the voicemail service and Rosie will return your 
telephone call.
T hank  you fo r  tak ing  t h e  t im e  to  read  th is  le t te r .
Yours s incerely,
Dr. Jo Billings
C h a r te red  Clinical Psychologist
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Cover letter for partners
UNIVERSITY OF
SURREY
D ear
I am  a Clinical Psychologist w ork ing  a t  t h e  T rau m a Service a t  XX. I am  
w orking  on  a p iece  o f  re sea rch  t h a t  is be ing  co n d u c te d  by a T ra inee  Clinical 
Psychologist, Rosie Fowling, a t  t h e  University o f  Surrey  and  w e  are  
w o n d e r in g  if you could help us w ith  th is?  The re sea rch  a im s to  exp lo re  th e  
ex p e r ien ces  o f  partners12 o f  p eo p le  w h o  have  b e e n  th ro u g h  a t ra u m a tic  
ev e n t .  I am  w riting  to  you b e c a u s e  I u n d e r s ta n d  t h a t  you a re  in a 
re la tionsh ip  an d  living w ith  s o m e o n e  w h o  has  b e e n  th ro u g h  a t r a u m a tic  
e v e n t  and  I w ould  like to  invite you to  ta k e  p a r t  in an in terv iew  as p a r t  o f  
o u r  research .
T h ere  has  b e e n  little re sea rch  t h a t  has  explored  p a r tn e rs '  ex p e r ien ces  o f 
t r a u m a  and  p o s t t ra u m a t ic  s tress .  W e  h o p e  o u r  re sea rch  will help NHS 
services to  im prove  th e  service th e y  offer  t o  service u se rs  and  th e ir  
p a r tn e rs .
P lease  find  en c lo sed  an Inform ation  S h e e t  t h a t  gives full de ta ils  a b o u t  w hy 
w e  a re  do ing  th is  re sea rch ,  w hy  w e  w ould  like you to  p a r tic ip a te  and  w h a t  
it w ould  involve. The ty p e s  o f  q u es t io n s  you will be  asked  during  th e  
in terv iew  a re  d esc r ib ed  in t h e  In fo rm ation  S h ee t  (in t h e  sec tion  'W h a t  so rt  
o f  q u es t io n s  will you be  asked? ')
If you d ec id e  to  ta k e  p a r t  in t h e  study , it is im p o r ta n t  t h a t  you a re  eligible. 
The criteria fo r  tak ing  p a r t  a re  ou tl ined  in t h e  Inform ation  S h ee t  (in th e  
sec tion  'W hy have  you b e e n  ch o sen ? ') .  If you believe t h a t  you do  n o t  m e e t  
t h e  criteria, p lease  ac c e p t  my apologies  and  th a n k  you fo r read in g  this 
le t te r .
I r e c o m m e n d  th a t  you give it a t  leas t  24 hours  b e fo re  m aking  y o u r  decision 
a b o u t  tak ing  p a r t  in t h e  study . If yo u  w ish  t o  t a k e  p a r t ,  p le a s e  fo l low  t h e
121 know that people understand the word ‘partner’ in different ways. In this piece o f research, 
the word ‘partner’ is used to describe any person who considers themselves to be married or 
living together as a couple, husband, wife, boyfriend, girlfriend, fiancé, lover or other.
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in s t ru c t io n s  o u t l in e d  in t h e  e n c lo s e d  In fo rm a t io n  S h e e t  (in t h e  sec tion  
'W h a t  do  you  d o  n e x t? ! .
W e  w o u ld  g rea t ly  va lue  y o u r  partic ipa tion  an d  opin ions. H ow ever, if you 
d ec id e  t h a t  th is  is n o t  for you, I w o u ld  like t o  re a s su re  you t h a t  th is  will n o t  
a f fec t any  t r e a t m e n t  o r  ca re  t h a t  you, y o u r  p a r tn e r  o r  family rece ive  from  
us o r  any  o th e r  NHS service, e i th e r  n o w  o r  in t h e  fu tu re .
I h o p e  t h e  In fo rm ation  S h e e t  a n sw e rs  s o m e  o f  y o u r  q u es t io n s .  If t h e r e  is 
an y th in g  e lse  w e  can  help  you w ith , p lease  do  n o t  h e s i ta te  to  c o n ta c t  m e  
(using t h e  de ta i ls  below ) o r  t h e  re se a rc h e r ,  Rosie Rowling. W e  w o u ld  b o th  
b e  very  h a p p y  to  ta lk  t o  you.
Rosie 's  de ta i ls  a re  as  follows:
Email: ( fas tes t  m e th o d  o f  co n tac t)
Tel.: XXX (please leave a m essage with XX, Clinical Psychology Programme 
Administrator, or on the voicemail service and Rosie will return your 
telephone call.
Thank  you fo r  tak ing  t h e  t im e  to  read  th is  le t te r .
Yours sincerely.
Dr. Jo Billings
C h a r te red  Clinical Psychologist
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Participant information sheet for partners not in direct contact
with the service
UNIVERSITY OF
SURREY
INFORMATION SHEET
TITLE OF PROJECT: PARTNERS' EXPERIENCES OF TRAUM A AND 
POSTTRAUM ATIC STRESS
I w ould  like to  invite you to  ta k e  p a r t  in a re sea rch  s tu d y  on  b eh a lf  o f  Rosie 
Fowling, w h o  is a T ra inee  Clinical Psychologist a t  t h e  University o f  Surrey. 
W e  a re  in te re s te d  in p a r tn e r s '13 ex p e r ien ces  o f  t r a u m a  and  p o s t t ra u m a t ic  
s tress .  Before you d ec id e  w h e th e r  o r  n o t  to  ta k e  p ar t ,  it is im p o r ta n t  for 
you to  u n d e r s ta n d  w hy  t h e  re sea rch  is be ing  d o n e  and  w h a t  it w ould  
involve. P lease  ta k e  t im e  to  read  t h e  following in fo rm atio n  carefully  and 
feel f ree  to  ask t h e  re sea rc h e r ,  Rosie Fowling, any  q u e s t io n s  you m ay have  
a b o u t  t h e  s tu d y  b e fo re  you  d ec ide  w h e th e r  o r  n o t  to  ta k e  par t.  You m ay 
ta lk  to  o th e r  p eo p le  a b o u t  tak ing  p a r t  in t h e  s tu d y  if you wish.
W HAT IS THE AIM  OF THE STUDY?
The aim of th is  s tu d y  is to  learn a b o u t  y o u r  life and  y o u r  ex p e r ien ce  o f  you r  
p a r tn e r 's  t r a u m a t ic  e v e n t  an d  p o s t t ra u m a t ic  s tress .  T h ere  h as  b e e n  little 
re sea rch  t h a t  has  exp lo red  p a r tn e rs '  exp e r ien ces  o f  t r a u m a .  It is h o p e d
13 I know that people understand the word ‘partner’ in different ways. In this piece o f  
research, the word ‘partner’ is used to describe any person who considers themselves to be 
married or living together as a couple, husband, wife, boyfriend, girlfriend, fiancé, lover or 
other.
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t h a t  gain ing a g r e a te r  a w a re n e s s  o f  h o w  p a r tn e rs  e x p e r ien ce  th is  e v e n t  in 
th e i r  lives will in fluence h o w  w e  o rg an ise  an d  deliver NHS services.
W HY HAVE YOU BEEN CHOSEN?
You have  b e e n  invited to  ta k e  p a r t  in t h e  s tu d y  th ro u g h  y o u r  p a r tn e r  w h o  
is cu r ren t ly  w ork ing  w ith  t h e  T rau m a  Service /  p r im ary  ca re  psychology 
service. S taff  a t  t h e  service a re  a p p ro ach in g  ev e ry o n e  w h o  is in to u c h  w ith  
o r  a t t e n d s  t h e  serv ice  and  w h o  has  a p a r tn e r  w h o  m ay  be  su i tab le  t o  ta k e  
p a r t  in t h e  re sea rc h .  Criteria fo r  t h e  s tu d y  a re  as follows:
•  You m u s t  have  b e e n  in a re la t ionsh ip  w ith  y o u r  p a r tn e r  fo r  a 
m in im u m  o f  o n e  y e a r
•  T he  t r a u m a t ic  even t(s)  t h a t  y o u r  p a r tn e r  ex p e r ien ce d  m u s t  h av e  
occ u rre d  du ring  t h e  co u rse  o f  t h e  re la t ionsh ip  w ith  y o u r  p a r tn e r
•  T he t r a u m a t ic  even t(s)  t h a t  y o u r  p a r tn e r  ex p e r ien ce d  m u s t  h av e  
b e e n  single, d isc re te  incident(s)
•  You m u s t  h av e  re m a in e d  in y o u r  re la t ionsh ip  w ith  y o u r  p a r tn e r  
s ince t h e  t r a u m a t ic  ev e n t
•  You m u s t  b e  cu r ren tly  living to g e th e r
•  You m u s t  b e  ab le  to  sp eak  English
•  You shou ld  n o t  have  a recogn ised  learn ing  disability
•  You m u s t  b e  aged  18 yea rs  o r  o v e r
•  You should not hav e  ex p e r ien ce d  t h e  s a m e  t r a u m a t ic  e v e n t  a t  t h e  
s a m e  t im e  as y o u r  p a r tn e r
As you have  b e e n  a p p ro a c h e d  to  t a k e  p a r t  in t h e  s tu d y  th ro u g h  y o u r  
p a r tn e r ,  it is im p o r ta n t  t h a t  you both  give perm iss ion  fo r  you  to  t a k e  par t.
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DO YOU HAVE TO TAKE PART?
N o / i t 's  up to  you to  d ec id e  o n c e  you h av e  read  th is  In fo rm ation  S heet .  If 
you d ec id e  to  t a k e  par t,  w e  will ask you to  sign a c o n s e n t  fo rm  to  sh o w  th a t  
you have  a g reed  to  par tic ipa te .  You a re  f ree  to  w i th d ra w  from  th e  s tudy  
befo re ,  during  o r  up  to  o n e  m o n th  a f te r  y o u r  in terview . You can d o  th is  by 
em ailing  o r  w riting  to  Rosie (using t h e  de ta ils  on  p.4). If you o r  y o u r  p a r tn e r  
d ec id e  t o  w i th d ra w  from  t h e  s tudy , any  in fo rm ation  t h a t  you have given 
Rosie will n o t  be  u sed  an d  th is  will n o t  a ffec t  t h e  ca re  t h a t  you, you r  
p a r tn e r  o r  family receive  f ro m  any  NHS service, e i th e r  n o w  o r  in t h e  fu tu re .
W HAT WILL HAPPEN IF YOU DECIDE TO TAKE PART?
Rosie will c o n ta c t  you  an d  a r ra n g e  a t im e  fo r  you to  a t t e n d  an  in terv iew  
with  h e r  a t  yo u r  p a r tn e r 's  T rau m a  Service /  p r im ary  ca re  psychology 
service; T he in te rv iew  will last ap p ro x im a te ly  o n e  t o  o n e -an d -a -h a l f  hours  
an d  will be  held  a t  a t im e  co n v e n ie n t  to  you. You will b e  asked  so m e  
q u es t io n s  b u t  will be  f ree  to  tell y o u r  s to ry  in t h e  w ay  t h a t  you wish. The 
in terv iew  will b e  au d io  re co rd e d  and  th e n  w r i t ten  up  so t h a t  Rosie can 
ana lyse  w h a t  has  b e e n  d iscussed . The t a p e  record ings will be  s to re d  safely 
an d  will b e  d e s t ro y e d  w h e n  th e  s tu d y  is c o m p le ted .
W HAT SORT OF QUESTIONS WILL YOU BE ASKED?
Rosie will ask you to  tell h e r  a bit a b o u t  yo u r  re la tionsh ip  w ith  yo u r  p a r tn e r  
(e.g. h o w  you m e t ,  h o w  you se e  yo u r  life to g e th e r ,  etc.) an d  to  ta lk  a bit 
a b o u t  y o u r  ex p e r ien ce s  in re la tion  t o  w h a t  has  h a p p e n e d  to  y o u r  p a r tn e r .  
You do  n o t  h av e  to  ta lk  a b o u t  th ings  t h a t  you feel u n co m fo r ta b le  
discussing.
294
WILL THERE BE ANY FINANCIAL COSTS INVOLVED?
No, all cos ts  fo r  p o s ta g e  a re  co v e red  and  y o u r  t rave l e x p e n s e s  t o  an d  from  
t h e  place  o f  y o u r  in terv iew  will b e  re im b u rse d  to  you on  th e  d ay  o f  yo u r  
in terv iew . P lease  bring any  trav e l /p a rk in g  rece ip ts  w ith  you. If you plan to  
drive t o  t h e  in terv iew , you will b e  re im b u rse d  4 5 p p e r  mile fo r  y o u r  re tu rn  
jo u rn ey .
WILL THERE BE ANY RISKS OR DISCOM FORT?
It is possib le  t h a t  talking a b o u t  th is  to p ic  m ay  ca u se  you to  feel u p se t .  
During t h e  in terv iew , you will be  f ree  t o  t a k e  a b reak  o r  s to p  t h e  in terv iew  
a l to g e th e r  if you wish. Your w ellbe ing  is o u r  first priority  and  w e  w a n t  to  
m ak e  t h e  in te rv iew  as co m fo r ta b le  as possib le  fo r  you. If a t  any  p o in t  
during  o r  a f te r  t h e  in terv iew  you d o  b e c o m e  u p s e t  and  w ould  like su p p o r t ,  
t h e  T rau m a  Service /  p r im ary  ca re  psychology serv ice will o ffe r  you 
a ss is tance ,  o r  can d irec t  you to  o th e r  serv ices  which can offer  su p p o r t .
T h e re  a re  also s u p p o r t  g ro u p s  o u ts id e  t h e  T rau m a  Service /  p r im ary  ca re  
psychology  service, w h o  you  can c o n ta c t  fo r  s u p p o r t .  To find o u t  m o re  
in fo rm a tio n  a b o u t  th e s e ,  you  can c o n ta c t  XX a t  t h e  local MIND charity . She 
is ex p e r ien ce d  in su p p o r t in g  and  advising p a r tn e rs  an d  family m e m b e r s  
th ro u g h  difficult t im es .  Her em ail ad d re s s  is XX an d  h e r  t e l e p h o n e  n u m b e r  
is XX. You could  also ask y o u r  GP fo r  in fo rm a tio n  a b o u t  t h e  s u p p o r t  t h a t  is 
available fo r  you.
O rgan isa t ions  such as The Princess Royal Trust For Carers also p rov ide  a 
w e a l th  o f  in fo rm ation  an d  su p p o r t .  You can  visit t h e i r  w e b s i te  a t  
w w w .c a re r s .o rg , o r  by p h o n in g  08 4 4  8 0 0  4361.
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WHAT ARE THE POSSIBLE BENEFITS OF TAKING PART?
You m ay  find it helpful telling y o u r  s to ry  a b o u t  y o u r  ex p e r ien ce s  an d  'be ing  
h e a rd '  and  th is  m ay  b e  an  o p p o r tu n i ty  t h a t  you have  n o t  had  befo re .  Your 
o p in ions  and  p ersp ec t iv es  will also b e  hea rd ,  va lued  and  r e s p e c te d  within 
an acad em ic  an d  p rofess ional field. W e  h o p e  th a t  t h e  in fo rm ation  w e  g e t  
f rom  this  s tu d y  will help  ra ise a w a re n e s s  o f t h e  e ffec ts  t h a t  t r a u m a  and  
p o s t t ra u m a t ic  s t re s s  can  h av e  on  p a r tn e rs  and  th a t  th is  will help  influence 
h o w  w e  o rgan ise  and  deliver NHS services.
WHO DO I SPEAK TO IF PROBLEMS ARISE?
You can c o n ta c t  t h e  re sea rc h e r ,  Rosie Fowling, to  discuss any  m a t te r s  
re la ting  to  th is  p ro jec t  using t h e  following co n ta c t  in fo rm ation :
Rosie Fowling
T ra inee  Clinical Psychologist
D e p a r tm e n t  o f  Psychology
Faculty o f  Arts and  H um an Sciences
AD Building
University o f  Surrey
Guildford
GU2 7XH
Email: (fa s te s t  m e th o d  o f con tac t)
Tel: XX (please leave a message with XX, Clinical Psychology Programme 
Administrator, or on the voicemail service and Rosie will return your 
telephone call.)
If you wish to  com pla in  a b o u t  any  a sp e c t  o f  t h e  s tudy , you  can  d o  this 
th ro u g h  t h e  University o f  Surrey  co m pla in ts  p ro c ed u re .  Details can be
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o b ta in e d  from  t h e  University a t  t h e  ab o v e  a d d re s s  o r  a t  t h e  following 
w e b s i te :  w w w .s u r re y .a c .u k / .
WILL YOUR RESPONSES BE KEPT CONFIDENTIAL?
Yes, w e  will fo llow  eth ical an d  legal p rac tice  and  all t h e  in fo rm atio n  a b o u t  
you will b e  h an d led  in conf idence .  Only t h e  r e s e a rc h e r  an d  t h e  tw o  
su perv iso rs  o f  t h e  s tu d y  (Dr. Jo Billings from  th e  T ra u m a  Service an d  Dr. 
Dora Brown fro m  t h e  University o f  Surrey) will h av e  access  to  t h e  
in fo rm atio n  co llec ted .  T he d a ta  will b e  k ep t  until t h e  e n d  o f  t h e  s tudy , and  
th e n  will b e  s to re d  in a s e c u re  p lace  fo r  5 yea rs  until it is d e s t ro y e d ,  in 
a c c o rd a n c e  w ith  t h e  Data Protection Act (1998). All t h e  in fo rm a tio n  you 
supp ly  is s trictly  con f iden tia l  an d  y o u r  an o n y m ity  will b e  p ro te c te d .  The 
only c i rc u m sta n ce  in which t h e  re s e a rc h e r  w ou ld  n e e d  to  s h a re  p e rso n a l  
in fo rm atio n  a b o u t  you  w ith  o th e r  p ro fess ionals  is if w e  h av e  re a so n  to  
be lieve  t h a t  you  o r  any  o th e r  individual is a t  risk o f  h a rm . In such 
c ircu m stan ces ,  w e  w o u ld  t ry  to  discuss th is  w ith  you first.
W h e n  th is  s tu d y  is w r i t te n  up (including fo r pub lica tion  in a na t io n a l  jo u rn a l  
o r  fo r  p re s e n ta t io n  a t  a co n fe ren ce ) ,  s o m e  d irec t  q u o ta t io n s  will b e  u sed  
fro m  y o u r  in te rv iew  in o rd e r  to  s u p p o r t  t h e  findings o f  t h e  s tudy . H ow ever, 
n o th in g  in t h e s e  q u o te s  will b e  ab le  to  identify  you, in o rd e r  to  p ro te c t  yo u r  
anonym ity .
W HAT WILL HAPPEN TO THE RESULTS OF THE STUDY?
As t h e  s tu d y  is be ing  d o n e  as an ed u c a t io n a l  p ro jec t,  it will b e  w r i t te n  up  
an d  m a d e  availab le  in t h e  University o f  S urrey  library in 2012. You a re  
w e lc o m e  to  visit t h e  library an d  s e e  it th e r e .  A nyone  is ab le  to  use  t h e  
library fo r  re fe re n c e  p u rp o s e s  by o b ta in ing  a visitor pass,  e i th e r  a daily o n e  
o r  s ix -m onth  pass. T h ere  is also an ex te rn a l  m e m b e r sh ip  ca te g o ry  which
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gives limited bo rro w in g  rights b u t  th e r e  is a fe e  fo r  this. P lease  visit th e  
following w e b s i te s  fo r  m o re  in fo rm ation :
h t tp : / /w w w .s u r r e v .a c .u k / l ib ra rv / in fo rm a t io n /v is i to r s /and  
h t tp : / /w w w .s u r r e v .a c .u k / l ib ra rv / r e s o u rc e s /m e m b e rs h ip /e x te rn a lm e m b e rs  
/  '
The findings m ay  also b e  w r i t ten  up as an  artic le and  su b m it te d  for 
publication  in a na tional jou rna l  o r  be  p re s e n te d  a t  a co n fe ren ce .  
In fo rm ation  a b o u t  you will b e  to ta lly  a n o n y m o u s  in any  re p o r t  o r  
d o c u m e n t  a b o u t  th is  s tudy.
HAS ANYONE REVIEWED THE STUDY?
All re sea rc h  in t h e  NHS is looked a t  by an  i n d e p e n d e n t  g ro u p  o f  peop le ,  
called a R esearch  Ethics C o m m it tee  t o  p ro te c t  y o u r  safe ty , rights, w ellbeing  
and  dignity. This s tu d y  has  b e e n  rev iew ed  and  given a fav o u rab le  opinion 
by th e  National Research  Ethics Service and  by t h e  Faculty o f  Arts and  
H um an Sciences Ethics C o m m it tee  within  t h e  University o f  Surrey.
W H A T DO YOU DO NEXT?
If you w ou ld  like t o  p a r tic ip a te  in t h e  s tu d y  o r  have  any  fu r th e r  q ues t ions ,  
p lease  em ail o r  p h o n e  Rosie Rowling using t h e  deta ils  p rov ided  below . If 
you w ou ld  like fu r th e r  in fo rm ation  a b o u t  tak ing  p a r t  in th is  s tu d y  th e n  
p lease  d o  n o t  h e s i ta te  to  c o n tac t  Rosie.
R o sie  R o w lin g
E m ail: ( fas tes t  m e th o d  o f  con tac t)
T el: XX (please leave a message with XX, Clinical Psychology Programme 
Administrator, or on the voicemail service and Rosie will return your 
telephone call.) .
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Alternatively, if you wish to  b e  c o n ta c te d  by Rosie, p lease  c o m p le te  t h e  
a t ta c h e d  slip on  p.7 and  p o s t  it back  in t h e  e n v e lo p e  p rov ided  (f reepost) .  
You an d  y o u r  p a r tn e r  can k eep  th is  In fo rm ation  S h e e t  fo r  yourse lves .
Thank you for taking the time to read this Information Sheet.
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RESPONSE SUP
Title of project: Partners' experiences of trauma and 
posttraumatic stress
Please complete this response slip if you wish to be contacted by 
Rosie. Please complete it by writing on the do tted  lines and 
ticking the appropriate box.
I am  in te re s te d  in tak ing  p a r t  in th is  s tu d y  and  w ou ld  like to  b e  co n tac ted  
by t h e  re sea rc h e r ,  Rosie Powling, t o  d iscuss it fu r th e r .
1— 1 ■
I w ould  p re fe r  to  b e  c o n ta c te d  by te le p h o n e .  The n u m b e r  I can  be  
c o n ta c te d  on  i s : ........................................................................................................................
My p re fe r red  t im e s  o f  d ay /ev e n in g  to  be  c o n ta c te d  are:
an d  my em ail a d d re s s  is:
N am e:
Please return this slip to Rosie Powling in the (freepost) envelope  
provided. Many thanks.
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Participant information sheet for partners in direct contact with
the service
UNIVERSITY OF
SURREY
INFORMATION SHEET
TITLE OF PROJECT: PARTNERS' EXPERIENCES OF TRA U M A  AND 
POSTTRAUM ATIC STRESS
I w ou ld  like t o  invite you to  ta k e  p a r t  in a re sea rc h  s tu d y  on b eh a lf  o f  Rosie 
Fowling, w h o  is a T ra inee  Clinical Psychologist a t  t h e  University o f  Surrey. 
W e  a re  in te re s te d  in p a r tn e r s '14 ex p e r ien ce s  o f  t r a u m a  an d  p o s t t ra u m a t ic  
s tress .  Before you d ec id e  w h e th e r  o r  n o t  to  ta k e  p a r t ,  it is im p o r ta n t  fo r  
you to  u n d e r s ta n d  w h y  t h e  re sea rc h  is be ing  d o n e  and  w h a t  it w ould  
involve. P lease  t a k e  t im e  to  re ad  t h e  following in fo rm atio n  carefully  and  
feel f re e  t o  ask t h e  re sea rc h e r ,  Rosie Powling, any  q u e s t io n s  you  m ay  have  
a b o u t  t h e  s tu d y  b e fo re  you  d ec id e  w h e th e r  o r  n o t  t o  t a k e  par t.  You m ay 
talk  to  o th e r  p e o p le  a b o u t  tak ing  p a r t  in t h e  s tu d y  if you  wish.
W H A T IS THE AIM  OF THE STUDY?
T he aim o f  th is  s tu d y  is t o  learn  a b o u t  y o u r  life and  y o u r  e x p e r ie n c e  o f  y o u r  
p a r tn e r 's  t r a u m a t ic  e v e n t  and  p o s t t ra u m a t ic  s tress .  T h e re  h as  b e e n  little
14 I know that people understand the word ‘partner’ in different ways. In this piece o f  
research, the word ‘partner’ is used to describe any person who considers themselves to be 
married or living together as a couple, husband, wife, boyfriend, girlfriend, fiancé, lover or 
other.
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re sea rch  th a t  has  exp lo red  p a r tn e r s '  ex p e r ien ces  o f  t r a u m a .  It is h o p ed  
t h a t  gaining a g r e a te r  a w a re n e s s  o f  h o w  p a r tn e rs  e x p e r ien ce  th is  ev e n t  in 
th e i r  lives will in fluence h o w  w e  o rg an ise  and  deliver NHS services.
WHY HAVE YOU BEEN CHOSEN?
You h av e  b e e n  invited to  ta k e  p a r t  in t h e  s tu d y  b e c a u s e  you a re  directly 
know n th ro u g h  th e  T rau m a Service o r  p r im ary  ca re  psychology service. 
Staff a t  t h e  service a re  a p p ro ach in g  ev e ry o n e  w h o  is in to u c h  w ith  o r  
a t t e n d s  t h e  service and  w h o  m ay  b e  su itab le  to  ta k e  p a r t  in t h e  research .  
Criteria fo r  t h e  s tu d y  a re  as follows:
•  You m u s t  have  b e e n  in a re la tionsh ip  w ith  y o u r  p a r tn e r  for  a 
m in im um  o f  o n e  y ea r
•  T he t r a u m a t ic  even t(s)  t h a t  y o u r  p a r tn e r  ex p e r ien ced  m u s t  have  
o ccu rred  during  t h e  co u rse  o f  t h e  re la tionsh ip  w ith  y o u r  p a r tn e r
•  The t r a u m a t ic  even t(s)  t h a t  y o u r  p a r tn e r  ex p e r ien ced  m u s t  have 
b e e n  single, d isc re te  incident(s)
•  You m u s t  have  re m a in ed  in y o u r  re la tionsh ip  w ith  y o u r  p a r tn e r  
s ince t h e  t r a u m a t ic  e v e n t
•  You m u s t  b e  cu r ren tly  living to g e th e r
•  You m u s t  be  ab le  to  sp eak  English
•  You shou ld  n o t  have  a recogn ised  learn ing  disability
•  You m u s t  be  aged  18 years  o r  over
•  You s h o u ld  n o t  h av e  ex p e r ien ced  th e  s a m e  t ra u m a t ic  e v e n t  a t  th e
s a m e  t im e  as yo u r  p a r tn e r
W hile you a re  f ree  t o  d iscuss  y o u r  par tic ipa tion  in t h e  s tu d y  w ith  your  
p a r tn e r ,  it is im p o r ta n t  t h a t  you m ak e  t h e  decision w h e th e r  o r  n o t  t o  tak e  
p a r t  in t h e  s tudy . Your choice will b e  k ep t  confidentia l.
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DO YOU HAVE TO TAKE PART?
No, it 's  up  to  you  to  d ec id e  o n ce  you h av e  read  th is  In fo rm ation  S h ee t .  If 
you d ec id e  to  ta k e  p ar t ,  w e  will ask you to  sign a c o n s e n t  fo rm  to  sh o w  th a t  
you h av e  ag re e d  to  p ar tic ip a te .  You a re  f r e e  to  w i th d ra w  from  t h e  s tu d y  
be fo re ,  during  o r  up  to  o n e  m o n th  a f te r  y o u r  in terv iew . You can  d o  th is  by 
em ailing  o r  w rit ing  to  Rosie (using t h e  de ta ils  on  p.4). If you d o  d ec id e  to  
w i th d ra w  from  t h e  study , any  in fo rm a tio n  t h a t  you  h av e  given Rosie will 
n o t  b e  u sed  an d  th is  will n o t  a ffec t t h e  ca re  t h a t  you, yo u r  p a r tn e r  o r  family 
receive  from  any  NHS service, e i th e r  n o w  o r  in t h e  fu tu re .
W H A T WILL HAPPEN IF YOU DECIDE TO TAKE PART?
Rosie will c o n ta c t  you an d  a r ra n g e  a t im e  fo r  you to  a t t e n d  an  in terv iew  
w ith  h e r  a t  y o u r  T rau m a Service /  p r im ary  ca re  psychology service. The 
in te rv iew  will last ap p ro x im a te ly  o n e  to  o n e -an d -a -h a l f  h o u rs  an d  will be  
held  a t  a t im e  co n v e n ie n t  t o  you. You will be  asked  s o m e  q u e s t io n s  b u t  will 
b e  f r e e  t o  tell y o u r  s to ry  in t h e  w ay  t h a t  you wish. T he in te rv iew  will be  
au d io  re c o rd e d  and  th e n  w r i t te n  up so  t h a t  Rosie can  ana lyse  w h a t  has  
b e e n  d iscussed .  T he t a p e  reco rd ings  will be  s to re d  safe ly  an d  will b e  
d e s t ro y e d  w h e n  th e  s tu d y  is co m p le te d .
W H A T SORT OF QUESTIONS WILL YOU BE ASKED?
Rosie will ask you to  tell h e r  a bit a b o u t  y o u r  re la t ionsh ip  w ith  y o u r  p a r tn e r  
(e.g. h o w  you m e t ,  h o w  you s e e  y o u r  life to g e th e r ,  etc.) an d  to  ta lk  a bit 
a b o u t  your ex p e r ien ce s  in re la tion  to  w h a t  has  h a p p e n e d  to  y o u r  p a r tn e r .  
You do  n o t  h av e  t o  talk  a b o u t  th in g s  t h a t  you  feel u n c o m fo r ta b le  
discussing.
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WILL THERE BE ANY FINANCIAL COSTS INVOLVED?
No, all cos ts  fo r  p o s ta g e  a re  co v e red  and  y o u r  trave l e x p e n se s  t o  and  from  
th e  p lace o f  y o u r  in terv iew  will be  re im b u rse d  to  you on  th e  day  o f your 
in terview . P lease  bring any  t rav e l /p a rk in g  rece ip ts  w ith  you. If you plan to  
drive to  th e  in terv iew , you will be  re im b u rse d  45p  p e r  mile fo r  y o u r  re tu rn  
jou rney .
WILL THERE BE ANY RISKS OR DISCOM FORT?
It is possib le  t h a t  talking a b o u t  th is  to p ic  m ay ca u se  you to  feel upse t .  
During th e  in terv iew , you will be  f ree  t o  t a k e  a b reak  o r  s to p  t h e  in terv iew  
a l to g e th e r  if you wish. Your w ellbe ing  is o u r  first priority an d  w e  w a n t  to  
m ak e  t h e  in terv iew  as co m fo r ta b le  as possib le  fo r  you. If a t  any  poin t 
during  o r  a f te r  t h e  in terv iew  you d o  b e c o m e  u p s e t  an d  w ould  like su p p o r t ,  
t h e  T rau m a  Service /  p r im ary  ca re  psychology service will o ffer you 
ass is tance ,  o r  can  d irec t  you to  o th e r  services which can offer  su p p o r t .
T h e re  a re  also s u p p o r t  g ro u p s  o u ts id e  t h e  T raum a Service /  p rim ary  ca re  
psychology service, w h o  you can c o n ta c t  fo r  su p p o r t .  To find o u t  m o re  
in fo rm ation  a b o u t  th e s e ,  you can  co n ta c t  XX a t  t h e  local MIND charity. She 
is ex p e r ien ce d  in su p p o r t in g  and  advising p a r tn e rs  and  family m e m b e rs  
th ro u g h  difficult t im es .  Her em ail a d d re s s  is XX and  h e r  t e l e p h o n e  n u m b e r  
is XX. You could  also ask y o u r  GP fo r  in fo rm ation  a b o u t  t h e  s u p p o r t  t h a t  is 
available  fo r  you.
O rg a n isa t io n s 'su ch  as The Princess Royal Trust For Carers also p rovide  a 
w e a l th  o f  in fo rm ation  an d  su p p o r t .  You can visit th e i r  w e b s i te  a t  
w w w .c a re r s .o rg . o r  by p h o n in g  0 8 4 4  800  4361.
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WHAT ARE THE POSSIBLE BENEFITS OF TAKING PART?
You m ay  find it helpful te lling  y o u r  s to ry  a b o u t  y o u r  ex p e r ien ce s  and  'b e in g  
h e a rd '  an d  th is  m ay  b e  an  o p p o r tu n i ty  t h a t  you h av e  n o t  had  be fo re .  Your 
op in ions  and  p e rsp ec t iv es  will also b e  h ea rd ,  va lued  an d  re s p e c te d  within 
an ac ad em ic  an d  p rofess ional field. W e h o p e  th a t  t h e  in fo rm ation  w e  g e t  
from  th is  s tu d y  will help  ra ise  a w a re n e s s  o f  t h e  e f fec ts  t h a t  t r a u m a  and  
p o s t t r a u m a t ic  s t re s s  can have  on  p a r tn e rs  an d  th a t  th is  will help  in fluence 
h o w  w e  o rg an ise  an d  deliver NHS services.
W H O DO I SPEAK TO IF PROBLEMS ARISE?
You can c o n ta c t  t h e  re se a rc h e r ,  Rosie Powling, t o  d iscuss any  m a t te r s  
re la ting  to  th is  p ro jec t  using th e  following c o n ta c t  in fo rm ation :
Rosie Powling
T ra in ee  Clinical Psychologist
D e p a r tm e n t  o f  Psychology
Faculty o f  Arts and  H um an Sciences
AD Building
University o f  Surrey
Guildford
GU27XH
Email: ( fas tes t  m e th o d  o f  co n tac t)
Tel: XX (please leave a message with XX, Clinical Psychology Programme 
Administrator, or on the voicemail service and Rosie will return your 
telephone call.)
If you  wish t o  com pla in  a b o u t  any  a s p e c t  o f  t h e  s tudy , you can d o  th is  
th ro u g h  t h e  University o f  Surrey  co m p la in ts  p ro c ed u re .  Details can  be
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o b ta in e d  from  t h e  University a t  t h e  ab o v e  a d d re s s  o r  a t  t h e  following 
w eb si te :  w w w .su r re y .a c .u k / .
WILL YOUR RESPONSES BE KEPT CONFIDENTIAL?
Yes, w e  will follow eth ical an d  legal p rac tice  and  all t h e  in fo rm ation  a b o u t  
you will b e  h an d led  in con f idence .  Only t h e  re s e a rc h e r  and  t h e  tw o  
superv iso rs  o f  t h e  s tu d y  (Dr. Jo Billings from  th e  T rau m a  Service and  Dr. 
Dora Brown from  th e  University o f  Surrey) will h av e  access  t o  t h e  
in fo rm ation  co llec ted . T he d a ta  will b e  k ep t  until t h e  en d  o f  t h e  s tudy , and  
th e n  will b e  s to re d  in a s e c u re  p lace  fo r  5 yea rs  until it is d e s t ro y e d ,  in 
a c co rd a n ce  w ith  t h e  Data Protection Act (1998). All t h e  in fo rm ation  you 
supply  is strictly Confidential and  yo u r  an o n y m ity  will be  p ro te c te d .  The 
only c i rcu m stan ce  in which t h e  re s e a rc h e r  w ould  n e e d  to  sh a re  personal 
in fo rm ation  a b o u t  you w ith  o th e r  p ro fessionals  is if w e  h av e  reaso n  to  
believe t h a t  you o r  any  o th e r  individual is a t  risk o f h a rm . In such 
c ircum stances ,  w e  w ou ld  t ry  t o  d iscuss th is  w ith  you first.
W h e n  th is  s tu d y  is w r i t ten  up (including for publication  in a na t ional journa l 
o r  fo r  p re se n ta t io n  a t  a co n fe ren ce ) ,  so m e  d irec t  q u o ta t io n s  will b e  used  
f rom  yo u r  in terv iew  in o rd e r  to  s u p p o r t  t h e  findings o f  t h e  study . H ow ever,  
n o th in g  in t h e s e  q u o te s  will b e  ab le  to  identify  you, in o rd e r  to  p ro te c t  you r  
anonym ity .
W HAT WILL HAPPEN TO THE RESULTS OF THE STUDY?
As th e  s tu d y  is be ing  d o n e  as an  ed u ca tio n a l  p ro jec t ,  it will b e  w r i t ten  up 
an d  m a d e  available  in t h e  University o f  Surrey  library in 2012. You are  
w e lc o m e  to  visit t h e  library an d  s e e  it th e re .  A nyone  is ab le  to  use  t h e  
library fo r  re fe re n c e  p u rp o s e s  by ob ta in ing  a visitor pass, e i th e r  a daily o n e  
o r  s ix -m onth  pass. T h ere  is also an ex te rna l  m e m b e rsh ip  ca teg o ry  which
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gives limited b o rro w in g  rights b u t  t h e r e  is a fe e  fo r  th is . P lease  visit t h e  
fo llow ing w e b s i te s  fo r  m o re  in fo rm ation :
h t tp : / /w w w .s u r r e v .a c .u k / l ib ra rv / in fo rm a t io n /v is i to r s /and  
h t tp : / /w w w .s u r r e v .a c .u k / l ib ra rv / r e s o u rc e s /m e m b e rs h ip /e x te rn a lm e m b e rs
L
T he findings m ay  also b e  w r i t te n  up as an artic le  an d  su b m i t te d  for 
publication  in a na t iona l  jo u rn a l  o r  be  p r e s e n te d  a t  a co n fe re n ce .  
In fo rm ation  a b o u t  you will b e  to ta l ly  a n o n y m o u s  in any  re p o r t  o r  
d o c u m e n t  a b o u t  th is  s tudy.
HAS ANYONE REVIEWED THE STUDY?
All re sea rc h  in t h e  NHS is looked  a t  by an in d e p e n d e n t  g ro u p  o f  p eo p le ,  
called a R esearch  Ethics C o m m it te e  to  p ro te c t  y o u r  safe ty , rights, w e llbe ing  
an d  dignity. This s tu d y  has  b e e n  rev iew ed  an d  given a fa v o u rab le  op in ion  
by t h e  National Research  Ethics Service and  by t h e  Faculty o f  Arts and  
H um an Sciences Ethics C o m m it tee  w ithin  t h e  University o f  Surrey.
WHAT DO YOU DO NEXT?
If you  w ould  like to  p a r tic ip a te  in t h e  s tu d y  o r  have  any  fu r th e r  q u es t io n s ,  
p lease  em ail o r  p h o n e  Rosie Powling using th e  de ta ils  p rov ided  be low . If 
you w ou ld  like fu r th e r  in fo rm ation  a b o u t  tak ing  p a r t  in th is  s tu d y  th e n  
p lea se  do  n o t  h e s i ta te  to  c o n ta c t  Rosie.
Rosie Pow ling
Email: ( fas tes t  m e th o d  o f  co n tac t)
Tel: XX (please leave a message with XX, Clinical Psychology Programme 
Administrator, or on the voicemail service and Rosie will return your 
telephone call.)
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Alternatively, if you wish to  b e  c o n ta c te d  by Rosie, p lea se  c o m p le te  t h e  
a t ta c h e d  slip on  p .7 and  p o s t  it back  in t h e  en v e lo p e  p rov ided  (freepost).  
You can k eep  th is  In fo rm ation  S h e e t  fo r  yourself .
Thank you for taking the time to read this Information Sheet
RESPONSE SLIP
Title of project: Partners' experiences of trauma and
posttraumatic stress
Please complete this response slip if you wish to be contacted by 
Rosie. Please complete it by writing on the do tted  lines and 
ticking the appropriate box.
N a m e : .............................................................................................................................................
I am  in te re s te d  in tak ing  p a r t  in th is  s tu d y  an d  w ou ld  like to  b e  c o n ta c te d  
by t h e  re se a rc h e r ,  Rosie Fowling, to  discuss it fu r th e r .
n I w ou ld  p re fe r  t o  b e  c o n ta c te d  by t e le p h o n e .  The n u m b e r  I can  be  
c o n ta c te d  on  i s :  ............ ............ ....................................................................................
My p re fe r red  t im e s  o f  d ay /ev e n in g  to  b e  c o n ta c te d  are:
nL — J  I w ou ld  p re fe r  to  be  c o n ta c te d  by em ail an d  m y em ail a d d re s s  is:
Please return this slip to Rosie Powling in the (freepost) envelope  
provided. Many thanks.
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Appendix F 
Stages of analysis15
Analysis stages l a n d  2: Extract from Kerry’s analysed interview 
transcript, including initial coding and emergent themes
Analysis stage 3: Searching for connections across emergent 
themes from interviews with Kerry, Duncan and Laura: 
Photos illustrating process
Analysis stage 4: Continuing the analysis with other cases 
(Eve, Roy and Sally)
Table 2
Subordinate Theme uThe Emotional Journey ” with Extracts from
Eve’s Interview
15 Due to the extensive length o f  interview transcripts, only extracts from transcripts and 
tables will be included.
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Analysis stages 1 and 2: Extract from Kerry’s analysed interview 
transcript, including initial coding and emergent themes
Participant 2 ,3 0 /0 9 /2 0 1 1
H *'« ' A * ' has big mistrust of medical people anyway. He just kinds of think
2 v  ,v  4  f « that they're gonna write him off.
4  a v ix ' .Y  ",s, interviewer: Right.
6 i l  J j .  Kerry: His his favourite expression is a malingerer, so he doesn't ,  ;rfrtr>er zs t m r n & f
' seek  medical help. Erm even if I try to organise things and it's v e r y  v IÂL Xw»'*" Wf...
. difficult w hen you're trying to organise something for another
• adult, because I did try to intercede sort of around the time of
10 Poppy's birth and around that when his behaviour started i
}' W V  fy n S  j'**' ir>"- becoming worse, I did you know speak to his GP and I did try to •' VJ
- ^  you know get som e help for him. Erm, but... You know, he had to
-> w - ^ i  i. u a .'1 \ buy into that help and he didn't.
'1*4 f  S '' ' ' '  '  -f
CAS'iutlihs  f o r  (h j
Interviewer: Hmmmm.
Te"
k W J k c - i - , „ Kerry: And although our GP's quite good at sort o f every so often i. /• rzp
'  ^ ’*thinking, "I haven't seen  Harry for a while, erm you know. I'll call '--Mil ^
 ^ him In" it it wasn't enough really. And then I just sort of, when you
20  -AiffreviÂfi-i start getting bailiffs at your house and repossession orders and •
' W  < / and everything you lose your sen se of humour really. O f jfâtSe Op
22 KuVaoaj'* (C)
Interviewer: Hmmmm.
24 ,
j,,Kerry: And I just my my compassion just turned to anger really, 
tv > ‘* b eca u se  I just felt my very being, our very our very existence and I , .r v  ’
«w#.<r a«  twve.tr- just couldn't understand why you would put your children. w t , J
interviewer: Anger at Harry? foeiv&V' ,
*■ 30{ÿuf^ nk  (kfht**,
ks. wtvtd rü t  rMZtffrei's Kerry: Yeah, yeah. I just couldn't understand why you would put
^y’M32 your children a t-.
34 Interviewer: Hmmmm.
36 Kerry: At that risk really, you know.
3 8  Interviewer: And how do you feel towards him now? Is that anger tvv
A f  f f  Kerry: I was ready to, I was ready to walk out in July. I was I'd to /k e & J ffa . *
4 2 c  }  j _ , .  really, my [laughs] my empathy tank was [laughs] com pletely
kw: jhypA» f ^  ’ J  empty. I really was, I felt I felt like I had an instant teenager, 0 1 )
' ''*4 4 %  i ^ t s because it was the the whole non-communication, the whole non- r
# r  ^communicationjbit, the the com plete disconnect, his sort o f anger ‘ p 
4 6  f  '* xv'vM<"’' A‘"at at m e andfmyjson. He's not he he’s not so angry with the girl '
2 27
V (I, »"fkd , ' T  ^Gd-
(lb;, d<fl OCU o, A njb . ixoWur c  .T  fcti 
tx» c ^ a s& f fo ^<vca/-)aj ^ sm  •fo^cAv
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J :,k
T w ith  th e  girls, but a lo t  o f  anger are cen tred  round a ro u n d jj  
y s t e p h e n ,e r m .  '
S  !î M v i  ifa- **** .
' v  4  Interviewer: Why do you think he's angry at you and Stephen?
ty jtib u t  k - ^ u / ,  , , rtvuA^ CtiUi$ e-4
6 Kr  1, Kerry; I don't know. 11... Well for the first tim e ever a couple of of /...'L v  A j f O f i e J  o f  m M 1..^vu,tv| r** AxoaI,.». -, M > , , . ,......-— ;...—..—  -  VvMc *- vV1
,  vygekgnds m g q j t e w y .  I f :  b ecau s e  h e  can't a c c ep t th a t yo u  k n ow  ^  ^  k a r W $ U L
<8 •v 'fw A t.f ^ .  that w e love him basically, that he thinks he's a completely dark { 7  J .  , r  Ap'AwAAcdbW
, . J j .  .V ^ w ?  > ^ r  A  l horrible person and that it's easier to believe that w e dislike hlm J /  •
10 V ' t  ' _ than believe that w e do like him, which you know ^
W  '" in te r v ie w e r : So  Ids p ossib le  anger as a  result o f  feelin g  disliked?
&el/' e s f w n  , Â k u  yW wW W w S B W  0 /  S U f
dVsoà"t l 4 Iw^&uu» fi> k w - ", Kerry: Yeah because Stephen, Stephen, you see, I kind o f think '
IC ZA îTËi rr ^ 'th a t  one o f one of the things that Harry doesn't actually realise Is
* l ê   ^ r , " .that Stephen was 9 or 10 when he had his, when the accident
fr ' AV happened. And Alice was just sort of a little bit younger, but none
l ^ T  ' 0  </ v ‘ %, of them neither of them actually remember him being a ' /  - k ^ w ,
. (< h \ ’~y-) r'u-w policeman. You know, so in his eyes, when he says, "I'm not a real ff & ^JC uu> X .&
20 mw it v i man in. vou know. I I've ne-", actually he he 's  lust Dari tn  them  *■
w r"  ,v^  '
Us
'2 .8 tv s
vf ■ 'V y .h in -v  He's just a person that, you know, kids see  pe-, kids see  adults jnÇc 
‘ *' J i - - /y:r.A. very differently. C t.
n  \ "-n .
J S ,  y  k .  ^ .^ 1   ^ In terv iew er  Hpim.
4 . V. ", f. ra \ M .
26 t ..a-.-'v-.-v /  Kerry: ihey don't, you know, they don't look at Harry and kind of ,
-t ‘/- think: "Oh my god, he's a complete waste of space, because h e ^ C i^ L  CJ
^  ^  d o e sn 'td o X ,Y a n d Z ." H e 's |u s tD a d .
30 Interviewer: Yeah.
^ 32 '-A.ti v r = .- - - w -v ,K e r r y :  You know and he he he doesn't seem  to grasp that. And I
i t  #>»“ < <  ^ ' 7  • ..., kind o f one of one of the things that I think he's quite guilty about | . , a a a /  n A  r l d k k ^ A .
JL . Kf k  S teph en  Is erm  d yslexic and erm  h e  n e e d e d  q u ite, h e  h e  had a
x « -sr /  ^ ,5  statem ent at at at primary school, but he went to quite a good '  , L  J goJ  g
36 Jfrvfâ*  *U  sch° o1 and he dicl really well in his SATs. And when he w ent to  TV t
ikm cUsT^i/c; A senior school, he actually lost his statem ent. And I remember
38* saying you know, "This is rubbish, because you know [laughs] he's
j .  m. •A--> he's done well in his SATs because he's been coached to do well -,
40
Interviewer: Yeah.
5f<fluA
Kerry: In his SATs basically and he's not, you know, he needs, he 
. needs erm". Anyway, school even when like Stephen was five and 
nor v. a ta -d /M ". | ; just knew school was never gonna work for him, because it was 
46 like putting a bird In a cage basically, he's a bit like me. And erm,
but like a lot of kids, he became, he wasn't naughty in school but
28
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S m --eu v |h i~ ï. t':i  he just becam e disruptive, he got into mischief and and things. Cf
2 And because Harry becam e slightly obsessed about not causing v-rvrt?>cfeMCH
conflict, when letters cam e hom e about ‘W e'd like to  discuss this J
 ^ 4  {I k w tk y f  or", t never saw them. So by the time erm things had reached
f - £ « / '  j? 'TZj " "crisis point at school and It came choosing GCSEs and Stephen was
6J '"’f Je t failing you know right, left and centre. Of course I w ent Into the I - « ■ :
YfTn« >/ ’v- aÀ  f w - .  school and they they present m e with this huge list o f i ‘ 4
Jr. 8 ‘f  tvticvcn*.-#» y misdemeanours and absences and lost coats and god of course. (t'€P P 'S  ■ -‘ Cü-xiC'-M'- )  
1"<*" /  ' "it'C - / ' # X after I had to be scraped down from the ceiling. And and Stephen I t , /  «
W t  %  GCSEs and h ated  0  co lleg e  you  know . T h ose, so  It's ^  ^
i  u*v> /Kmty /muuU4 easier to be, well I did persuade him to go back to  college and he
12 did Music Technology at [] and he's just got himself a job and and
E  a c r o i e . W  everything. Erm but h e  erm  and th en  h e  w en t to  a  faceb ook  party, ,  ,  .
14 c .Sr'sv'i -- i which went out of control and they w ere all arre-, you know, so xjçp itoftj ccpA ^
5««Ph«n’= b ,h „ to„ , » , k „ = p , « e , J  ' C
18
'« ' r /  'i , Kerry: That I hadn't wished to go as a parent. But I kind of think ^
l< 2 o Z \  Harry felt he could have, you know, he was the one at home, if he u  A *" tQ fl.vW  c ' M f à
(>■ i • J . . had communicated half of what was going on to me, I would have
1 ^ Z 2  2 2 % ^ ,  ^  ^ ^ H n a r c h e d  In th ere  [laughs].
241W yrt** Interviewer: Hmmmm.
H /’MU^Wd/V.Ktrry; And sorted it out. And basically what I've done in the last i y
K . .m o n t h  is march in there and sort them all out, you know, /xj>
/ ^ ^ ^ ^ % d u d i n g H a r r y I , a u g h s ] . s o .  ^
jfvillw - f t  CikiU Sk* St>rhs4
fk *  . JKs. û  n « u  A-*- irtferviewer: Do you think the event and the PTSD has had an
j P ^ , , ^ & 6 % , Æ Æ * ^ p a c t  on  S tep h en  and your o th er  children?
f f i D  t f ^ ' ^ ^ ' k e r r y :  I t ' s  " h a d  probably é r m  most e f f e c t  o n  S t e p h e n ,  H e  always
36 Interviewer: In what ways?
#  S»-4’ ê'w'tPiJf' w  . .. . . . , . . . .  <\ Jj «c.  fv_,C
rv , '  38 fcAAr., i . - l  5wv* , Kerry: Because he always calls Harry the alpha male. Its  almost sjQf\ d coyrw U  ©r
&" '  ^ #v& îv-lj'.i.ajw.i,.* (ike he, it's almost like he wants to reassure his dad that, you
14 U know, he is his dad.
Or S  t.f -fv / W
«4 "fJA. interviewer; Hmmmm.of r)uL ksw>
4 4  . . Kerry: He's . like, he's an incredibly sensitive, he's 6'3",
+*e £^ v~M,vfrct cf- f w ,  devastatlngiy good-looking, but he's he's, you know, and he is he
46 is a bit he is, you know, he was a maverick as a child. You know,
you just know that som e kids just need real good handling
39
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Participant 2 ,30 /0 9 /2 0 1 1
' ) - tkf 1 ■ [ l a u g h s ]  a n d  h e  w a s  o n e  o f  t h e m .  B u t  h e ' s  g o t  s u c h  a  h u g e  h e a r t
2  U * > ,À »  a n d  h e  j u s t  l o v e s  h i s  d a d  t o  d e a t h  a n d  h e  r e a l l y  u n d e r s t a n d s
e v e r y t h i n g  a s  w e l l .  A n d  w h e n  H a r r y  t r i e d  t o  c o m m i t  s u i c i d e  l a s t  
4 y e a r ,  i t  w a s  S t e p h e n  t h a t  g o t  t h e  t e x t ,  s a y i n g ,  " I ' j m  s o r r y  I c a n ' t  b e  ,  . M l 1
' f  n |  f \  y o u r  d a d  a n y  l o n g e r "  a n d  i t  w a s  S t e p h e n  w h o . g o t  o n  t h e l à ï ï o h e  t ô  Â j B - Û  / € f i D Q A S M M â
^  „  » ft <k v v w  t h e  P o l i c e  a n d _ p e r s u a d e d j h e m .  t o . p y t  a  s a t e l l i t e  t r a i l  o n  h i m  a n d  Ô f t S K u r C ÿ  0 A  S û \ .
A A # J v r e .  a n d  g e t  h i s  p h o n e ,  ■
I n t e r v i e w e r :  O h  r i g h t .
10
# \  I s .  '  , 1 '  ,  , K e r r y :  A n d  e v e r y t h i n g .  A n d  I j u s t  d o n ’t  t h i n k  e i t h e r  H a r r y  W ’ts  j  e e r m m .  o  ,  j s t  o n t  t n m K  e . t n e r  M a r r y -
1 2  i  f t J v  ,  .  ^ ^ . ^ j e c o g n i s e s  w h a t  a  r e s p o n s i b i l i t y  t h a t  w a s  t o  p u t  a n  18- y e a r - o l d  ' ( f
^  ^  t h r o u g h  o r  h e  c a n ' t  c o m p r e h e n d ,  y o u  k n o w .  I I w o u l d n ' t  h a v e  ; C y j  L@J! j ^ K X C f V U
i  ^  s u r v i v e d  t h a t  d a y  i f  I h a d n ' t  h a v e  h a d  a n  18- y e a r - o l d  a c t i n g ,  y o u  'b
k n o w ,  w a y  b e y o n d  h i s  y e a r s .  L A M l G j U u V / W
awt. V V .
j o l v â u  f r u k X s A -  r  I n t e r v i e w e r :  H m m m m .
e A .  . K e r r y :  C o - o r d i n a t i n g ,  l o o k i n g  a f t e r ,  c o o k i n g  h i s  s i s t e r s  t e a ,  y o u20 t i f e  ’5  - f - r  -a x  k n o w ,  s o r t  o f  l i k e ,  y o u  k n o w ,  ' c a u s e  o n  t h a t  d a y ,  t h e  r e a s o n  h e ' d  f r w f c t o * )  s e n s  e .
C 'rL  j t r i e d  t o  c o m m i t  s u i c i d e  w a s  b e c a u s e  t h e  r e p o s s e s s i o n  o r d e r  h a d
k  ** $ ^ " 3  g o n e  o u t  o n  o u r  h o u s e ,  s o  n o t  o n l y  w a s  I c o p i n g  w i t h  t h a t ,  i w a s  .  ^  ^
S 'i- H .  « f x - v u  e -  o n  t h e  p h o n e  t o  t h e  c o u r t s  a n d  t h e  m o r t g a g e  c o m p a n y  £ T  f S C f c  ^ o f d h r p f  T
24 < W T 3  ,  p e r s u a d i n g  t h e m  t o  g i v e  m e  24 h o u r s .  f € § R 3 \ S i t > | } < h L g
If  o > t v u M  f V u c  m s b U A s r  .  ■>
I n t e r v i e w e r :  R l g h L
—  Avxerry: Because that was the first I'd ever known o f it. And erm C)j(
* ^ i T r-* *^ i»Ytvv> [sighs] it's erm yeah, all of that and also because because of QjmctoLtqL; Op
id*-- Harry's want to  avoid conflict, it - when Stephen needed a firm
hand, it's like when you said rote reversal [laughsj, £was^the one 
■ t o .  i 1"  x . «“f * /  {* £ * •  t o u O E i a r *  ] n , ; . b e ç à u s e . f a n  s t i f f . '  •
4 ^ % '  A v  ' t h e k m o t h e r ^  th e  en d  o f  th e d a y jla u g h s ] .  But I w a s  th e  o n e  w h o
34 hswft- f '  *[ would march in and say "Right! What's this? Do your homework! V . . .  r  ,< i. . . .  a . f i l e r
S - S J L  A  •  J  r  ,  0 »  » « 1 -  And U ®  UMStfelt c .m , U W M W m  my rlsht up 0 4
36 s A '*< '•>'<<« to to motherhood really. It felt I'd becom e a father. “ '
- tec*»*-— *
40 Kerry: Not that either of us would ever have had that relationship
with their children, because as I say we w ere quite laidback and 
42 . , . , always resolved everything together. But I think that was the hard » C ' t )  /u  -fl)
' ' f r! /  thing. If I'm honest, as I said to  Harry, I've lost you know. I've I lost v  '
' ' ' X ‘ **'*• < » my my best friend, I feel like I've lost my best friend, because I (O ff f  M W t u AA
Icv-^xr t |  h  had to do probably 95% of the decisionSliking a n d -.
 ^ " “■ r Interviewer: Your best friend being Harry? — [©fcf <3/-' CAVa IaN .
S x r :  3= .
4»«/< /  * < -
.^JÜ ». ^ÀACt-U 6-% ’ -'.) , •
K wovj- W a#» pucf f
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«r. f ( ï  k W f
,2^ 3,  ^ a  L , t Kerry: Yeah, y e a h . And if I'd. you know. I'm hyperviglliant. I'm ^ x tr r o n M  P f t
t '  , i v  1 looking out for bloom ing dogs and I'm doing this and I'm trying to  1 "rr\% er\
% L 4  t  l ’ r ' take the stress out o f his life. And I mean, on e o f the, on e o f the W v x - fw t ,'\ oA ui. J
;  ? /  .  ^  ,  th in g :  k  he"; very , very  d iso rg a n ised . He'll g o  t o  th e  su p erm a rk et j g K
} , 6  t ; , 7 ten  or tw enty tim es in a day, erm because he just can t  con- v r  . J  J
V.fV - ' tA ib-* « concentrate or he'll forget w here he goes. ^
H v * ' ' , n , « v , C tefr. »  ptf*»'
10
C * j  v  ' ,  i Kerry: Erm so then  I will try to write him lists and things for the . - y ^ j ^  t o
1 2  ^  * r' day and then he resents th e lists and things like that. *~Xpyj*rw« W- 1 ' * i , *-> ovTr^
14  Interviewer: Okay. C X d^pfvss t o  C oôét.c~>flv
cJfiOppfiJ d*fhr^-T
16 I f .  6 ^ 4 )  Kerry: Erm or he'll g et really easily distracted, erm or he Just . ,   ^ .
(a 4  <e»-vi£AirW’‘"<. som ething will happen and he w on't go. Like he hasn't, you know, y t j p  p t c w  ^  ^ - ^ r  
' . 1 8  * s . , , a couple of tim es he's not gone to  his appointm ents to  se e  erm  ©  '
$««. H-^vc-yk [the Clinical Psychologist), because som ething will have happened  
%  !,t*- c  on the journey to  [] a nd he'll just give up and turn around and i j u ,w  s ^ c c e i  f c e w
5jt^ r t t O it  I com e hom e, because it's easier to go hom e. But then he d oesn't 1 % ^  j & f c
_ V 2 2 ,'ji ... . • ? . like being at hom e, he's a very restless person. ’
rn â s ^
24 Interviewer: Hmmmm.
ic y  ^ v f-  i y. ftX'-v'-M-, ,
26 f r . , , r "/Kerry: He doesn't sit down, he doesn’t interact with the family A , i ' r
% 5 r " '^ m u c h ,e r m . . .Y e a h ,y e a h .  --------------
. 2 8  Ü  ü
S*À c  Interviewer: Okay.
T r o ^ * -  Kerry: So yes, it's it it it's a ffected  us in lots o f different ways.
Interviewer: Hmmmm.
34
Kerry: And even , bizarrely even erm, you know there's som e real 
|A ’ <Jl. k l t y t  *” positives o f w hat he's achieved in the last 1 0  years, but he can't
y .  - v f e i /  s e e  any of th o se  positives, like erm he's been, he's got his
,-wt i7V\« t, Vt;?,.» coaching qualification as a as a trampoline coach and he's worked ,
*7 ^ ' ' S ’*  ^' as a community sports coach -. ^/US<Ya^ ' v  ^i * " *  . 7 <13 u  VVIIMHVâlUt-Y Sk/V I l.a  X.V/t*WM . j  w »  j  ■ -
4 0
Interviewer: Hmmmm.
42, , , -
P -’.- a "  t Kerry: For Kingston. Erm, he's absolutely adored by th e kids and
1 /Z  although he's he's stopped coaching a lot, I I've really tried to
%» «vT-b JW V 'M vnw W v keep him involved erm in coaching erm at Kate's school, [] school.
7  " 4 5  " J  And last week, he he didn't go 'cause he wasn't feeling well and
i'Af c  [ it <7 <" H Kate said, "Oh for God's sake, you’ve got to com e back this w eek
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Analysis stage 3: Searching for connections across emergent 
themes from interviews with Kerry, Duncan and Laura: 
Photos illustrating process
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Analysis stage 4: Continuing the analysis with other cases 
(Eve, Roy and Sally) 
Table 2 
Subordinate Theme uThe Emotional Journey” with Extracts from 
Eve's Interview
P ’pant Page
no.
Shock & 
worry (at 
time of 
trauma 1)
Horror
Interviewer: In terms of what happened, the 
event with the erm petrol can, erm..., what 
was that like for you?
Eve: Well it was awful. You know, I said, 
as I say..., seeing him in the hospital, it was 
just..., I mean he was grotesque. His whole 
side of his face was just melting..., you 
couldn’t see his eye, it was all the protein 
dripping out, but I didn’t know what it was 
that was just melting and... All of his side 
was bandaged up and then two days later, 
when they took the skin from his leg, that 
was all bandaged up, so... He just looked 
horrific. You couldn’t see his ear and erm, 
well you... I didn’t know if he was gonna 
lose his eyesight, whether he would be able 
to use his arm again, you just don’t know.
Eve 12
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Horror
Shock
Interviewer: Hmmmm.
Eve: It was erm, it was horrific to look at. 
But also you don’t know what the 
implications are gonna be and as I say 
coming back into the house and seeing these 
black handprints everywhere, it was just..., 
well it was a very big shock, really.
Interviewer: Hmmmm.
Eve: Erm and then you sort of erm..., you 
have to erm deal with that, because you 
can’t sit there and erm, you know, sob by 
his bedside, because he wouldn’t want to 
know that. And he was he..., he was saying 
stupid things like “Don’t bother to come and 
see me”, but I think that was just his 
depression really. Erm..., and erm then 
when he got out and when he saw himself 
for the first time, by which time he looked 
an awful lot better..., erm but still pretty 
horrible, erm he... he just went very quiet 
and wouldn’t talk for a while. Erm and 
that’s quite hard, because you can’t say “Oh 
it will be alright”, because it didn’t look like 
it was going to be alright at all.
Eve 12
320
Feels
selfish
regarding
own
emotional 
response 
(like P5)
Shock
Neglected 
own 
needs, 
focus on 
partner
Eve: Erm and erm as I say in hindsight it 
was probably only about a year later that I 
looked back and I thought: “God, I was in 
shock as well”, er which sounds very self- 
centred when he, you know, he had these 
terrible bums.
Interviewer: No, not at all.
Eve: But it was actually a huge shock, I 
mean I actually when I went into work to 
say I’d need time off work, I burst into tears 
and I’ve never done that in twenty years of 
working, you know..., but it was very, it was 
very emotional and erm difficult and... and 
because it was horrific, you know, and out 
of the blue. So erm you’re trying, you know 
in hindsight, I hadn’t recognised that, the 
need is all for for the person who has gone 
through it..., but erm yeah, it was difficult 
because Gareth doesn’t ask for help, he 
doesn’t accept help, doesn’t accept he needs 
help erm and doesn’t talk about his 
feelings..., but you know inside he’s really 
struggling to deal with them and erm so 
that’s difficult...
Eve 21
Interviewer: Okay, where were we? I think 
we were talking about sort o f that period of
Eve 22-
23
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Mirrored 
emotions 
(stress & 
irritability)
a few years after the first event, weren’t we?
Eve: Yeah, it was very difficult. He was 
stressed and that makes me stressed.
Interviewer: Hmmmm.
Eve: And you know it’s a difficult situation 
to deal with, the facts themselves erm and 
erm yeah he wasn’t easy to live with, erm.
Eve: Erm and particularly there’s not much, 
because you want a practical solution to 
things, don’t you? You know, do this and 
then it will be alright kind of thing. And I 
think while I can be of practical help going 
to appointments, getting him to make 
appointments, do things like that, I couldn’t 
really erm help him come to terms with it. 
Erm and erm, you know you can be, you 
can be patient, but there comes a point when 
you’ve had enough or you know you’re fed 
up of somebody being ratty with you.
Interviewer: Hmmmm.
Eve: And erm you snap back. That just 
makes for a difficult time, doesn’t it? You
322
don’t want to be in a house where people 
are being bad-tempered, erm.
Shock
ongoing,
still
present
Eve: I mean it’s still quite difficult for me to 
think about when he was in hospital and, 
you know, at the time or the shock when I 
heard he’d lost his []. Those things are still 
quite emotional for me, because they were a 
shock..., but in terms of the impact and our 
relationship, I think it’s easier for me to talk 
about that now, because there is that bit of 
distance.
Eve 41
Appendix G
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Research Log
1 Formulating and testing hypotheses and research questions
✓
2 Carrying out a structured literature search using information technology  
and literature search tools
✓
3 Critically reviewing relevant literature and evaluating research methods ✓
4 Formulating specific research questions ✓
5 Writing brief research proposals ✓
6 Writing detailed research proposals/protocols ✓
7 Considering issues related to ethical practice in research, including 
issues o f  diversity, and structuring plans accordingly
✓
8 Obtaining approval from a research ethics committee /
9 Obtaining appropriate supervision for research /
10 Obtaining appropriate collaboration for research ✓
11 Collecting data from research participants ✓
12 Choosing appropriate design for research questions ✓
13 Writing patient information and consent forms ✓
14 D evising and administering questionnaires V
15 N egotiating access to study participants in applied N H S settings /
16 Setting up a data file ✓
17 Conducting statistical data analysis using SPSS
18 Choosing appropriate statistical analyses ✓
19 Preparing quantitative data for analysis ✓
20 C hoosing appropriate quantitative data analysis ✓
21 Summarising results in figures and tables ✓
22 Conducting semi-structured interviews ✓
23 Transcribing and analysing interview data using qualitative methods
V
24 C hoosing appropriate qualitative analyses
25 Interpreting results from quantitative and qualitative data analysis
✓
26 Presenting research findings in a variety o f  contexts
✓
27 Producing a written report on a research project
• /
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28 D efending own research decisions and analyses ✓
29 Submitting research reports for publication in peer-reviewed journals or 
edited book
✓
30 A pplying research findings to clinical practice ✓
APPENDICES TO VOLUME I
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Appendix A
Embarking upon clinical psychology training: Our 
relationship to change within a learning group context
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SUMMARY
This article will explore our relationship to change as trainee clinical 
psychologists commencing training. We offer some reflections about the 
first year of clinical psychology training and highlight the benefits of 
reflective group tasks.
THE TASK
At the start of clinical psychology training, our cohort was divided into 
personal and professional learning discussion (PPLD) groups, each 
consisting of eight group members. These groups offered a safe space to 
reflect on our experiences of training, for example in terms of clinical work, 
ethical and service development issues.
This article will explore our relationship to change as trainee clinical 
psychologists, including what change meant to us and how it impacted upon 
our clinical practice during the first year of training. Our aim is to offer 
some reflections about commencing clinical psychology training and 
highlight the value of group tasks in developing reflective practice.
Our reflections have arisen as a result of a problem-based learning (PEL) 
task on ‘the relationship to change’, with which we engaged within our 
PPLD groups, whilst preparing a presentation over a five-week induction 
period. We were given general prompts about how to proceed, but were 
encouraged to make our own interpretation of the task.
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THE GROUP PROCESS
Development o f Ideas
Initially, our discussions focused on personal change, which was 
understandable in the context of us all having commenced the course and 
perhaps having made life changes in order to do so. As a result, some of us 
felt resistant to further change, a defence perhaps to pre-training hearsay 
that suggested we would transform during the course and lacked control 
over this process ( 7 hope that the core o f who I  am will remain the same ').
Our discussions shifted into the exploration of change within a wider 
framework, including social, political and cultural contexts. In order to 
engage with a cross-section of the literature, each group member 
investigated a different domain of change and reported back to the group. 
These domains included different theories, for example the Transtheoretical 
(stages of change) Model (Prochaska & DiClemente, 1983), ideas involving 
group processes (Bion, 1961) and changes in group identity (Elstak & Van 
Riel, 2005). We also considered change within ourselves and our clients, as 
a result of working within different therapeutic orientations, such as 
cognitive behavioural (Bennett-Levy, 2003) and psychodynamic models 
(Howard, 2005).
We finally decided to focus our presentation on the process of how our 
PPLD group was changing over time, by working within a critical 
reflections framework (Rolfe et a l9 2001). This involved reflecting upon 
what we did (descriptive level of reflection), why we did it (incorporating 
theory and knowledge) and what this meant for our clinical practice 
(reflexive level of reflection). We illustrated these ideas through a collage, 
which was an idea inspired by Ernst and Martin (2006).
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How the Group Evolved
Establishing ground rules, organising a set format and assigning a chair and 
scribe for sessions helped to contain our anxieties and implement structure. 
There were many advantages of tackling the PEL task as a group. These 
included the fascinating group process that ensued, the rapid bonding of our 
PPLD group and the large amount of research and knowledge that could be 
investigated and shared by the involvement of eight people.
It was interesting to observe the group dynamics over time. In the first 
couple of sessions, there was a lot of talking over one another. In hindsight, 
the need to articulate our opinions was perhaps a combination of feeling 
vulnerable and anxious, particularly in the context of establishing ourselves 
within such a competitive course.
Following these initial sessions, group members were able to share personal 
reflections with each other. Some group members believed that they should 
relinquish the urge to control. Other quieter individuals were concerned that 
their contributions might be less valid or that they would need to change 
their communication style in order to cope with the more dominant voices 
( 7 need to jump in quickly with points or I  won’t ever get to say anything! ’).
A few group members felt more contained when our facilitator was present, 
perhaps because they valued her wealth of experience and competency. 
Others felt more inhibited in the presence of a perceived ‘authority figure’ 
and considered it was easier to conflict or stray from the rules when she was 
not present. Our facilitator was absent in the fourth session, which was the 
closest our group came to ‘storming’ according to Tuckman’s (1965) model.
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This storming was indicated by the collapse of structure within the session 
and the temporary psychological withdrawal by two group members, who 
felt that the conversation was circular and chaotic. Frustrations were also 
experienced by the chair who felt inadequate because of her inability to 
manage these issues.
As the group arrived at a consensus regarding how to proceed with the task, 
and the facilitator returned, the dynamics changed as group members felt 
more contained and there was a growing sense of teamwork. This led to the 
group ‘norming’ and ‘performing’ (Tuckman, 1965), through channelling 
our energy into the task.
Difference and Diversity
As a group, we were all females in our twenties and thirties, from a mixture 
of middle and working class backgrounds. The majority of group members 
were white Caucasian; two were of Asian ethnicity. Diverse cultural and 
religious backgrounds were represented by group members who had first­
hand or familial experiences of growing up in a range of developed and 
developing countries across Europe and Asia.
We acknowledged that these differences within the group influenced 
multiple aspects of our personal and professional development. One 
example when this was highlighted was during a discussion about an article 
regarding learning narratives in group supervision, which proposed that our 
previous experience of learning shapes how we communicate and approach 
collaborative group learning (Aggett, 2004).
We considered how our previous experiences and personal qualities 
impacted upon the group and its decision-making during the PEL task. .
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This has helped us to appreciate group processes on placement and consider 
how our language and formulation styles negotiate more medical-oriented 
narratives within multidisciplinary teams (MDTs).
In terms of communicating as a group, we initially had a tendency to be 
over-polite with one another, which made rejecting ideas and progressing 
with the ‘best’ idea difficult at times, but also resulted in some richer, more 
meaningful conversations, whereby we validated and developed one 
another's ideas.
We often struggled between establishing ourselves within the group context, 
striving to prove our competency and wanting to be liked. Similar 
difficulties can be experienced within therapeutic relationships we 
discovered, such as when we ask clients to engage in challenging tasks in 
therapy.
Over time, we learned to revise initial judgements about each other, 
appreciate our different working backgrounds and use our strengths to the 
group’s advantage. Hence we learnt not only to appreciate, but also utilise 
the group’s differences and diversity. This appreciation and utilisation of 
individual differences is important within MDTs and therapeutic contexts.
IMPACT ON CLINICAL PRACTICE
Therapeutic Change
During group discussions, we observed that change can be empowering and 
disempowering. This idea is of considerable importance in clinical work. 
The overall goal of many forms of therapy, for example cognitive 
behavioural therapy (CBT), is to empower clients to make changes.
335
Additionally^ our judgements about ourselves within the group were at times 
empowering us to change, but at other times acted as unhelpful, 
dysfunctional assumptions, which parallels our clients’ experiences. 
Although CBT focuses on change within the client, the systemic effects of 
change can result in social and cultural change within relationships, families 
and communities.
Feelings that group members experienced during the task may parallel those 
of clients and carers, for example feeling unheard, unable to change, self- 
conscious and out of control. We found that our own emotional and 
motivation levels mirrored the group as a whole and over the year, we have 
noticed parallels in our therapeutic work.
For example, when clients feel motivated, we believe we are better 
therapists. When clients appear de-motivated, we can think that the therapy 
is ‘stuck’ and our self-confidence is reduced. We can feel frustrated and 
overwhelmed at the progression of therapy, the responsibility we feel as 
therapists and the struggle to work collaboratively at times.
As novice therapists, our anxieties may hinder active eliciting, exploring 
and appropriately responding to clients’ and carers’ concerns. Discussions at 
the start of therapy have highlighted the importance of adequately preparing 
clients and investigating the potential impact of change in order to assess 
readiness for treatment, enhance motivation and instil hope.
Over the year, we have noticed how we place great emphasis on change as 
an outcome that can be measured, but on reflection, might there be 
therapeutic benefits for clients despite the evidence from outcome measures, 
particularly symptom-based questionnaires? Does psychological assessment 
always allow time to capture personal growth? And what about change as a
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means to enhance positive wellbeing, as opposed to simply reducing 
psychological distress?
This shift towards positive psychology has gained more momentum in 
recent times (e.g. Seligman, 2002). As such, we need to continue to 
facilitate the progression of mental health culture from the traditional 
perspective of symptom reduction to facilitating change towards a client’s 
personal meaning of recovery.
Finally, the experience of the PEL task helped several group members to 
develop their facilitation skills in therapeutic groups on placement. We 
recognised similarities in our levels of anxiety and fears of being seen as 
‘incompetent’, but also noted our abilities to rise to the challenge and defy 
our own perceptions of ourselves.
Ethical Issues
Honesty and reflection in supervision are vital in the constant strive to 
develop as reflective scientist-practitioners. As the roles of clinical 
psychologists develop within a shifting National Health Service (NHS) 
(British Psychological Society, 2007), achieving change within MDTs is a 
challenge to which we believe clinical psychologists should rise when 
necessary.
For example, a derogatory comment was made about a client of one group 
member by another professional within her placement team. She felt 
offended by this comment and thoroughly disagreed with him. However, 
she did not want to threaten her professional relationships and was aware 
that she was young and inexperienced in comparison to the professional, so 
light-heartedly challenged him. As we develop in our professional roles, we
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hope to be able to act in such situations with more confidence and 
endeavour to achieve more enduring changes in MDT attitudes. These 
changes in our clinical practice are grounded in the endeavour for change 
and are vital for our professional development.
As encouraged by our facilitator, our discussions became increasingly 
client-focused and integrative over the year, developing our confidence in 
our clinical judgement and in critical discussion of NHS services. For 
example, one group member raised a dilemma about wishing to honour an 
Indian Hindu client’s request for his wife’s presence in therapy sessions, 
which contradicted the one-to-one standard practice of the specific service. 
Having the confidence to adopt an integrative approach following the group 
discussion secured the client’s engagement with therapy, as it valued his 
systemic and cultural beliefs (Sharma, 2000).
FINAL REMARKS
The PEL task gave us experiential learning of how multiple perspectives 
and peer support can enhance personal and professional development. The 
safe space that we created was vital for us to express our thoughts and 
concerns and it also enabled group consultation for members seeking 
assistance. This reflects the importance of a safe space within a therapeutic 
context and allowing adequate time to build a trusting therapeutic 
relationship, which is often considered the key component in aiding 
therapeutic change (e.g. Luborsky et al, 2002).
It would be interesting to consider how different the process may have been 
had the group consisted of different members. For example, if the group had 
not been all-female or if our personal qualities had impeded the 
development of collaboration. We believe it is important to note that our
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ability to work together, whilst also asserting our individual viewpoints, 
were crucial elements to us being accepted onto clinical training.
These skills will continue to be developed throughout our careers as we 
strive to strike a balance between collaborative interpersonal working and 
leadership, both of which are highlighted in the New Ways of Working for 
Applied Psychologists (British Psychological Society, 2007).
We hope this article develops readers’ awareness of group dynamics that 
can arise from course demands, highlights the initial process of becoming 
reflective scientist-practitioners and offers future trainee clinical 
psychologists some insight into the experience of the first year of training.
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ABSTRACT
Objectives: The XX Gommunity Mental Health Team (CMHT) appeared to 
be experiencing a high number of missed appointments16. In order to 
investigate this, information was collected about missed appointments at 
doctors’ outpatient clinics over a four-month period. The aims were to 
investigate the rates of missed appointments, reasons why service users 
missed appointments and thus how the service could be improved in order 
to facilitate attendance.
Design: Attendance, cancellation and non-attendance rates for all medical 
outpatient appointments were recorded on a daily basis between January and 
April 2010. A questionnaire was sent to all 183 service users who missed 
one or more outpatient appointments during this period. Forty-three people 
responded. The questionnaire was anonymous and investigated participants’ 
reasons for missing the appointment and their preferred service 
improvements.
Results: Analysis of the questionnaires indicated that illness and treatment 
factors accounted for the greatest number of missed appointments, 
particularly fear of what might happen (non-attended appointments) and 
being physically unwell (cancelled appointments). Reminders were 
participants’ overall preferred method of service improvement, with texting 
being the most popular form of reminder.
Conclusions and Implications: The results of the study are discussed in 
relation to previous research and potential service improvements are
16 ‘Non-attendance’ refers to appointments missed without prior cancellation; ‘cancellation’ 
refers to appointments cancelled or rearranged by (or on behalf of) the service user prior to 
the appointment. The term ‘missed’ will be used to denote both non-attendances and 
cancellations.
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suggested. The practical aspects of service improvement within the current 
financial climate and implications for the multidisciplinary team are 
reflected upon. Limitations of the study are discussed and suggestions for 
future research considered.
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INTRODUCTION
Missed appointments are an issue in many healthcare and mental health 
services. Research has found differences between reasons for non- 
attendance versus cancellations (Hull et al., 2002) and between first and 
follow-up appointments (Mitchell & Selmes, 2007). Killaspy et al. (2000) 
conducted semi-structured interviews with adult psychiatric outpatients: the 
most common reasons for non-attendance were forgetting about the 
appointment, being too psychiatrically unwell to attend, reported clerical 
error and being unhappy with the referral (first appointments only).
People who miss appointments tend to have more severe mental health 
problems and be more socially impaired than those who attend; non- 
attendance also increases the likelihood of withdrawing from treatment and 
subsequent admission (Killaspy et ah, 2000). As well as impacting upon 
individual treatment, non-attendance has implications for mental health 
services, contributing significantly to wasted resources (Hawker, 2007) and 
reducing efficiency by disrupting time schedules and increasing staffs 
workload (Sparr et al., 1993). Understanding the reasons behind missed 
appointments may help to improve care and service efficiency.
The missed appointment rates within XX Community Mental Health Team 
(CMHT) appeared to be high with implications for service provision. Other 
services have implemented interventions, such as opt-in systems, telephone 
and postal reminders, and orientation meetings in an attempt to reduce 
psychiatric outpatient non-attendance (Hawker, 2007). Prior to 
implementing such interventions, the CMHT needed to understand why its 
service users missed appointments, so that interventions were appropriate 
and more likely to be successful.
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Although missed appointments were a common issue within the 
multidisciplinary CMHT, it was decided initially to focus investigations 
within the medical discipline. This study was important for the whole team 
for two main reasons. Firstly, it was the same service users seeing doctors 
and other professionals within the service. Therefore an individual’s non- 
attendance at medical appointments may predict non-attendance at others. 
Secondly, if service users require input from other disciplines, but do not 
attend medical appointments, assessment and referral to other professionals 
are delayed or even absent.
Studies have used various methodologies to investigate why service users 
miss appointments. These include semi-structured interviews conducted in 
person (Killaspy et al., 2000) or on the telephone (Zailinawati et al., 2006). 
The participants in this latter study had physical illnesses rather than mental 
health problems. Studies involving mental health service users should take 
particular care in the methodological design, so that participants do not feel 
chastised, further distressed or less motivated to attend future appointments 
by being contacted for missing appointments.
AIMS OF THE STUDY
The study aimed to obtain information regarding missed appointment rates 
of all medical outpatient clinics over a duration of four months, examine the 
reasons why these appointments were missed and how the service could best 
be improved. The overall aim was to make recommendations for the most 
appropriate intervention(s) that the CMHT could implement in order to 
facilitate attendance at appointments. The study did not require ethical 
approval, but was approved by the University of Surrey and supervised by 
Dr. Victoria Fetch, Clinical Tutor at the University of Surrey.
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METHOD
Participants
Participants were psychiatric outpatients who missed one or more medical 
appointments between 1st January and 30th April 2010. Questionnaires were 
sent to 183 people who missed an appointment, including 18 potential 
participants who had since been discharged17. Questionnaires were returned 
by 16 of the 91 service users who non-attended an appointment (response 
rate-18%) and 27 of the 92 service users who cancelled an appointment 
(response rate=29%). The questionnaire data was used to analyse the 
reasons for missed appointments and consider potential service 
improvements.
Measures
A search of the literature did not yield any questionnaires that could be 
utilised: previous research tended to use semi-structured interviews carried 
out by a researcher or in-house surveys that were not published. Therefore a 
mixed-design questionnaire was constructed, consisting of tick boxes for 
easy responding and space for participants to add comments (see Appendix 
A). The questionnaire was informed by three main sources of information: 
previous research, a focus group and clinical judgment, and is discussed 
further.
17 Seven additional potential participants were not sent questionnaires for the following 
reasons: one potential participant was deceased, three used pseudonyms and their true 
identity was confidential, three anomalies within the data collection record could not be 
resolved.
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Firstly, a review of the mental health literature (Berghofer et ah, 2002; 
Killaspy et ah, 2000; Sparr et ah, 1993) and physical health literature where 
appropriate (Hamilton et ah, 2002; Hull et ah, 2002) was conducted, which 
highlighted a variety of reasons why individuals miss appointments and 
methods that services can implement in order to facilitate attendance.
Secondly, a focus group (Krueger & Casey, 2000) was conducted with four 
CMHT service users, which explored their perceptions of potential reasons 
for missed appointments, generated ideas for improving the service, 
considered how service evaluation could increase the likelihood of finding 
the true reasons for missed appointments and increase the response rate for 
postal questionnaires. The focus group participants were treated by, and 
therefore had specific knowledge about the CMHT in question, so their 
views complemented the broader, more generic ideas drawn from the 
literature18.
Thirdly, any further reasons for missed appointments and service 
improvements not already captured by the literature review and focus group 
were informed by discussions with staff members in the CMHT who had 
specific knowledge about the service and its users. The findings highlighted 
within the literature, focus group and discussions with staff members 
(clinical judgment) were amalgamated and transformed into items within the 
questionnaire. It consisted of two parts investigating reasons for missed 
appointments and preferred service improvements. Participants were asked 
to tick as many items as applicable in both parts. Questionnaires were 
anonymous, coded only by colour of paper’ according to whether the 
appointment was cancelled or non-attended.
18 The results o f  the focus group will not be expanded upon for the purposes o f  this article.
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Procedure
Attendance, cancellation and non-attendance rates for all doctors’ outpatient 
appointments were recorded by the Appointments Clerk on a daily basis. All 
service users who missed an appointment were contacted by post with the 
questionnaire, a stamped addressed envelope and cover letter. The letter 
emphasised that the questionnaire was anonymous, any potentially- 
identifying written comments would be confidential and completing the 
questionnaire would not affect future treatment.
Service users were written to once only, regardless of how many 
appointments were missed during data collection. Month of missed 
appointment was clarified on the questionnaire according to the most recent 
missed appointment.
ANALYSIS AND RESULTS
Non-attendance and Cancellation Rates
Overall, 183 service users missed 264 appointments during the four months 
of data collection. A mean average of 18.5% of appointments were non­
attended and these rates were fairly consistent across time. Cancellation 
rates were similar at a mean average of 19.75%, with 50% of these 
appointments being cancelled with 24 hours or greater prior notice. Table 1 
presents descriptive statistics for attended and missed appointments.
** Table 1 about here**
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There was a trend between total missed appointments and grade of doctor: 
service users were more likely to attend appointments the higher grade of 
doctor they were seeing.
Services Users’ Reasons for Missed Appointments and Preferred 
Service Improvements
Only three questionnaires were marked as a ‘first appointment’ and 
therefore first and follow-up appointments were analysed collectively. 
Participants’ ticked questionnaire responses and qualitative comments were 
combined into themes. Reasons for missed appointments are summarised in 
figure 1.
** Figure 1 about here* *
Factors related to illness and treatment were endorsed most frequently as 
reasons for missed appointments, particularly fear of what might happen 
(14% of non-attendances), being troubled by mental health symptoms too 
much (10% of non-attendances) and physical illness (15% of cancellations). 
Within occupational and social factors, work commitments were the most 
common reason for non-attendances (6%) and cancellations (10%). In terms 
of accessibility, 8% of cancellations were due to bad weather preventing 
attendance and 6% of non-attendances were due to service users being 
unable to obtain transport to the appointment. Administrative errors by the 
team were the most frequently endorsed reason in terms of service provision 
(4% of non-attendances, 6% of cancellations).
Participants’ preferred service improvements are summarised in table 2.
** Table 2 about here**
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Reminders were the most preferred service improvement, followed by 
factors related to choice and ease of access. Within the main categories, the 
most popular service improvements were as follows: reminder by text (10% 
of non-attendances; 23% of cancellations); arrange appointments 
differently, for example by telephone (10% of non-attendances; 15% of 
cancellations); increase the public’s understanding about mental health 
difficulties in order to reduce stigma (4% of non-attendances; 15% of 
cancellations). In terms of reminders, the method and time factor which 
service users believed would be most helpful was investigated: the day prior 
to the appointment was established as the most popular time to receive a 
reminder.
Participants’ qualitative comments primarily emphasised or explained their 
reason(s) ticked, for example the circumstances around forgetting. Several 
positive comments were made about medical and administrative staff. The 
current systems were at times praised and at others criticised, for example 
having to confirm appointments by telephone seemed unnecessary to some 
participants. In addition, some participants demonstrated confusion and 
frustration at appointments being changed by the team. Whilst the doctors 
were repeatedly commended, some frustration at the rotation system 
inherent within medical training was expressed, due to its disruptive effects 
on the doctor-service user relationship and continuity of care.
DISCUSSION
This study adds to the limited existing literature on missed psychiatric 
appointments and extends research by investigating participants’ preferred 
service improvements. The missed appointment data will serve as a base- . 
rate for future comparison, once interventions have been implemented
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within the CMHT. In order to adequately inform service improvement, this 
study did not attempt to replicate the greater body of literature investigating 
characteristics of service users who miss psychiatric appointments (e.g. 
Neeleman & Mikhail, 1997).
This study shows that a significant proportion of medical appointments in 
this CMHT were essentially Tost’: a fifth of appointments were non­
attended and half of appointments cancelled were done so with insufficient 
notice to be offered to others. Illness and treatment factors accounted for the 
greatest number of appointments missed, corresponding to previous research 
suggesting that psychiatric symptoms contribute to non-attendance due to 
active symptomatology, negative symptoms and lack of insight (Killaspy et 
al., 2000).
Reminders were the most preferred service improvement, even though 
forgetting only accounted for 6% of cancellations. Therefore despite many 
service users managing to cancel their appointments in advance, they 
believed external reminders would be helpful. Perhaps this apparent 
inconsistency reflects the association between mental illness and decreased 
cognitive functioning. For example, difficulties in remembering 
appointments, remembering to cancel appointments, planning the day, being 
flexible and coping with multiple demands may result from cognitive 
difficulties associated with mental health problems, including reduced 
attention, executive functioning (Herbener & Harrow, 2004) and memory 
functioning (Spaulding et al., 1999).
Although the results suggested that various service developments could be 
helpful in reducing missed appointment rates, any recommendations made 
needed to consider the necessary time and resources and hold the most 
likely chance of enhancing the efficiency of the service. Therefore it was
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recommended to the CMHT that service users would like a texting service 
as a reminder the day prior to scheduled appointments.
If resources also permitted, arranging appointments over the telephone 
instead of by letter would also likely reduce missed appointments. Striving 
to improve symptom management and inform service users of what to 
expect from appointments (for example in the form of a leaflet enclosed 
with initial appointment letters) would be beneficial, because mental health 
symptoms and fear of what might happen were major reasons for 
appointment non-attendance. Additionally, given the number of missed 
appointments due to work commitments, extending the opening hours 
and/or offering to write to employers (pending informed consent) could also 
be helpful. Considering that some service users found it difficult to get to 
appointments, giving them a choice over location of appointments and/or 
help in arranging transport may be appropriate interventions.
Interestingly, several respondents commented that the frequent rotation of 
junior doctors can cause frustration and disrupt the therapeutic relationship. 
This supports research which found that continuity of care impacts on 
attendance rates (Mclvor, Ek & Carson, 2004) and impacts on satisfaction 
with services (Kai & Crosland, 2001). The current length of time junior 
doctors are in post may be worth reconsidering, especially in the field of 
adult mental health where a good working relationship and trust can impact 
on attendance and adherence (Kai & Crosland, 2001; Mclvor et al., 2004).
When such changes are implemented, it will be important to consider 
practicalities, such as the necessary time and resources and the effects that 
changes have on the service. Confidentiality and the need to maintain 
accurate records of service users’ contact details will require consideration. 
George and Rubin (2003) suggest that the time released by non-attendance 
can be very useful for busy clinicians. Therefore interventions to reduce
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missed appointments need to consider the demands placed on staff and their 
ability to respond to a changing service.
Whilst consideration of the short-term time and cost is necessary, 
implementing the recommended intervention^ will potentially reduce 
wasted resources and improve service efficiency in the long-term. This is 
particularly important given the government’s recent NHS reforms that 
focus on revolutionising NHS productivity and aim to release £15-20 billion 
of efficiency savings for reinvestment (Department of Health, 2010). 
Increasing the efficiency of the CMHT by facilitating appointment 
attendance could have a positive impact on the team’s payment by results.
Implementing the recommended service improvements may have a 
cumulative effect on other disciplines’ appointments within the team. Even 
if a reminder service is implemented for medical appointments only, 
increasing attendance at these will improve assessment and referral to other 
disciplines. Service users who miss appointments are generally more 
psychiatrically unwell, more socially impaired (Killapsy et al., 2000) and 
therefore arguably in greatest need of help to engage with services. 
Facilitating outpatient appointment attendance will help to ensure necessary 
referrals occur, so that service users can be helped to maintain or enhance 
engagement with services as appropriate and in a person-centred way (Lister 
& Gardner, 2006). This may potentially reduce costly hospital admissions 
too, thus further saving the NHS money.
There were limitations of the study that future research and service 
evaluation should aim to improve upon. The time of year of data collection 
may have influenced attendance rates and the time factor with which service 
users could cancel appointments, for example due to academic holidays 
(Zailinawati et al., 2006) and the adverse weather conditions present in 
January 2010. The questionnaire was constructed for the purposes of the
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service evaluation and could be improved for future data collection, for 
example by asking participants to number service improvements in order of 
preference. Although the language and anonymity of the questionnaire 
aimed to reduce bias caused by social desirability, the extent to which 
participants felt able to assert their true opinions cannot be known. The low 
response rate was also a source of potential bias and it is unknown to what 
extent the participants who completed questionnaires can be assumed to 
represent the population of service users who miss appointments. For 
example, there might be personal, health and social factors that motivated 
some service users to respond to the questionnaire, but not others, and this 
could have influenced the results of the study. However, any attempts to 
increase response rate should consider their intrusiveness and potential 
effects on socially desirable responding.
Future service evaluation within the CMHT should evaluate the 
effectiveness of the implemented intervention^ and inform further service 
improvement. More generally, further research could investigate factors 
affecting the meaningful engagement of users with services, including 
factors that facilitate and hamper effective working relationships between 
service users and multidisciplinary professionals.
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Appendix A
Questionnaire sent to service users who missed medical 
outpatient appointments between 
1st January and 30th April 2010
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Service Improvement Questionnaire
Please complete by ticking the appropriate boxes and writing any additional 
comments on the lines.
P lea se  tick  o n e  o f th e  fo llow in g b oxes:
| | The appointment w as my first appointm ent with a  CMHT doctor
The appointment was a follow-up appointment
R ea so n s
P lea se  tell u s  th e rea so n (s) for m issin g /ca n ce llin g  your recen t appointm ent  
with the CMHT doctor. Tick a s  m any b o x e s  a s  apply.
Forgot the appointment
| I Mix-up over dates/tim es 
| | Overslept
Administrative error by CMHT
Didn’t think appointment was 
important
| | Don’t think I need treatm ent
| | Not happy with treatm ent
Doctor wants to se e  me too much
Did not receive appointm ent letter
Lost appointm ent letter
Unhappy with referral
Had wanted an immediate appointment
| | W asn’t sure what meeting was about
| j Afraid of what might happen
| | Doctor wants to se e  me too little
| | Not happy with my doctor
| | Not happy that my doctor has
changed
| | Felt better
| | ‘Couldn’t be bothered’
I---- 1 W as troubled by my (mental health)
I 1 symptoms too much
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Afraid it would m ake me feel w orse
Afraid of being put on/increase in 
medication
Afraid of being admitted to hospital 
Didn’t feel the need for the appointm ent 
P ressure from other people 
Unable to get transport to appointment 
Public transport problems
Traffic problems
Bad w eather prevented attendance 
Couldn’t find the centre 
Arrived too late to be seen
Other, p lease specify:,
 Physically unwell
I I Family commitments / 
 responsibilities
Work commitments
| |O ther commitments
I Financial constraints
W as in hospital at time of 
appointment
Illness/death in family
Other em ergency
Couldn’t get through on telephone 
to cancel
Couldn’t cancel appointm ent for 
another reason (please state 
reason below)
P lease give us more details about your reason(s) ticked and/or give us any 
additional comments:
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H ow can  w e  im prove th e se r v ic e ?
P le a se  tell u s  h ow  w e  cou ld  m ake it e a s ier  for you  to  c o m e  to  your next 
appointm ent with th e  CMHT doctor. P lea se  tick th e  b o x e s  b e s id e  th e  o p tion s  
you  w ould  find helpful and put a star  by your first p reference.
Give reminders. If you ticked this box, how and when should we give
reminders? _______________________________ _ __ _
I | The day beforeBy letter 
| 1 By telephone
By text
By email
[ | Three days before
| | One week before
Other, p lease 
specify
□
Arrange appointm ents by telephone rather than letter, so  we can arrange a 
convenient time
Offer evening and weekend appointments
Have a dedicated telephone line for cancellation
Improve transport links and/or access  to the centre
Make the venue more comfortable / spacious / less threatening* (* please 
delete as appropriate)
Prefer to se e  the doctor not in clinic but at mv home / GP surgery / 
elsewhere*
(please specify):
(* please delete as appropriate)
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Inform a chosen person (e.g. partner, carer) of my appointm ents - with my 
consent -  so that they can help m e to rem em ber
Inform my Care Co-ordinator of appointm ents so  that they can remind me
Give me more information about what the appointment is about and what 
to expect
Reduce waiting times before the first appointment
Let m e agree (opt-in) to seeing the CMHT doctor before receiving my first 
appointment
Give me more say in my treatm ent e.g. medication changes
— 1  Give me more / less* appointm ents with the doctor (* please delete as 
  appropriate)
Send a letter indicating possibility of discharge after non-attendance of an 
  appointment that has not been cancelled
□ Increase the public’s understanding about mental health difficulties to reduce stigma
P le a se  tell u s  o f any other id ea s that you  m ay h ave or g iv e  u s  any additional 
com m en ts:
When completed, please return the anonymous questionnaire to Rosie 
Fowling in the enclosed pre-paid envelope.
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Appendix B
Percentage of appointments missed and attended
Table 1
Percentage o f Appointments Non-attended, Cancelled and Attended, 
Distinguished Between First and Follow-up Appointments and Grade o f  
Doctor
a 
The 
tim
e 
factor 
for 
1% 
of 
C
onsultants' cancelled 
follow
-up 
appointm
ents [n=2) 
was 
not recorded, 
b 
The 
tim
e 
factor 
for 
2% 
of 
Staff 
G
rades' cancelled 
follow
-up 
appointm
ents (n-5) 
was 
not recorded.
For 
(a) 
and 
(b), these 
appointm
ents 
are 
counted 
in 
the 
total appointm
ents 
m
issed, but not in 
the 
individual cancellation 
colum
ns.
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Appendix C
Service users’ reasons for missed outpatient clinic 
appointments
368
Service Users ’ Reasons for Missed Outpatient Clinic Appointments
«Non-attendances 
«  Cancellations
Rea son for missed appointment
Note. Multiple reasons were cited for 69% o f non-attended appointments 
and 26% o f cancelled appointments.
Figure 1. Service users’ reasons for missed outpatient clinic appointments
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Appendix D
Participants’ preferred service improvements to facilitate 
appointment attendance
370
Table 2
Participants’ Preferred Service Improvements to Facilitate Appointment 
Attendance
Non-attenders C ancellations
% («=16) % («=27)
REM INDERS 35 (18) 44 (27)
CHOICE AND EASE OF ACCESS 35(18) 34( 21 )
CO M M UNICATIO N AND  
EDUCATION 21 (11) 23 (14)
VENUE 10(5) 0 ( 0 )
Total responses 100 (52) 100 (62)
Participants who gave multiple answers 69 (11)
Participants who ticked / provided no
suggestions 6 ( 1 )
56(15)
11 (3)
